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CECIL’S MEDICINE 


Chances are that you are working under a handicap if you do not have available for daily 
reference a copy of the Seventh Edition of CECIL’S MEDICINE. There are good reasons why 
this book can help you—the same reasons for which Cecil is universally regarded as one 
of the leading single-volume works on practice in print today. Here are three of the most 
important of those reasons: 


1. Completeness—607 separate diseases and conditions are considered in the 1730 pages 
of text matter, with detailed yet concise discussions of etiology, pathology, symptoms, 
diagnosis, treatment and prognosis. (The section on peptic ulcer covers 20 pages, for ex- 
ample; that on diabetes, 24 pages.) 


2. Usability—the material is clearly worded, with all significant points emphatically and 
precisely explained. The pages are set in the readable two-column style. The 40-page 
index is designed to help you find what you want, quickly and without fumbling. 


3. Authority—the contributors are among the foremost specialists and teachers in 
America. And CECIL is the required text in 80% of all American Medical schools. * 


4 162 American Teacher-Speciaiists. Edited by Russert L. Cecit, M.D., Professor of Clinical Medicine; with the assistance of 
atsa McDermott, M.D., Associate Professor of Medicine, Cornell University Medical College, Associate Professor for Diseases 


of the Nervous System; Harotp G. Wotrr, M.D., Associate Professor of Neurology, Cornell University Medical College. 1750 
pages, 7” x 10” with 377 illustrations on 244 figures, 18 in color. $12.00. 


See also SAUNDERS Advertisement on Pages 2 and 3 
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Long’s A-B-C’s of 
‘Sulfonamide and 
Antibiotic Therapy 


New!—No doctor can afford to be without 
this inexpensive little book. It is exactly the 
kind of guide you will want to carry in your 
hag or have always handy on your desk. It 
gives a complete coverage of the uses and 
effects of the sulfonamides, penicillin and 
streptoniycein. 

Dr. Long is widely known for his extensive 
experience with these agents and in his new 
book he gives you the benefit of all he has 
learned. He tells you how to select the drug 
of choice, dosage indicated, how to admin- 
ister it, what precautions to take, what com- 
plications, if any, to watch for, what to do 
about toxicity, etc. Just as frankly he in- 
cludes contraindications, as part of his pur- 
pose to provide a sound, reliable and wholly 
practical consultant that will help you to 
make best use of these important therapeutic 
agents. You'll want to get this book as 
quickly as possible, so use the form on the 
page opposite to order your copy today! 

By Perrin H. Lone, M.D., F.R.C.P., Professor of Pre- 


ventive Medicine, the Johns magne University School of 
Medicine. 231 pages, 4%” x 3.50. 
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New Treatments ... Applied 


Cutting’s 
Manual of Clinical 
Therapeutics 


New (2nd) Edition—This is a most com- 
prehensive and useful smaller book on applied 
medical therapy—it is right up-to-date, hav- 
ing been recently revised from beginning to 
end in order to include the new and approved 
treatments. 

Starting with a discussion of general prob- 
lems in therapy, chapters then follow on all 
types of infections ; infestations ; diseases of 
uncertain classification ; nutritional diseases ; 
heart disease and diseases of peripheral cir- 
culation; diseases of the blood and spleen, 
respiratory system and mediastinum, G-U 
system, muscles, bones and joints, the skin, 
peripheral nerves, central nervous system, 
and of the mind. 

In addition nine appendixes are included 
coyering special procedures, physiotherapy, 
symptoms and treatment of poisoning, diet 
lists, metric and English equivalents, tables 
and charts of weight, height and age, abbre- 
viations and other aids in prescribing, clinical 
physiological data and a list of prescriptions, 
drugs and doses. 

By Winpsor C. Cuttine, M.D., Professor of Therapeutics, 


Stanford University School of Medicine, San Francisco. 
712 pages, 44%” x7%”", illustrated. $5.00 
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SOME ACTIVITIES AND IMPACTS OF THE 
AMERICAN BOARD OF INTERNAL 
MEDICINE 


Chairman's Address 


CECIL JAMES WATSON, M.D. 
Minneapolis 


In exercising the Chairman’s prerogative this after- 
noon I wish to address the Section on certain activities 
nd impacts of the American Board of Internal Medi- 
cine. I feel impelled to discuss this topic because of cer- 
tain rather widespread misunderstandings that have 
risen about the board. As one of the two co-sponsoring 
irganizations this Section must obviously have a deep 
interest in the board’s policies and activities; hence I 
ain sure you will appreciate the reasons for my choice 
this subject. What I shall have to say represents 
ny own information and views as an individual member 
oi the board ; nevertheless, it is a pleasure to state that 
the other members have been kind enough to read this 
paper and approve of its being presented to you today. 
The first of the misunderstandings to which I referred 
a moment ago relates to the constitution and degree of 
autonomy of the board. I find the idea commonly held 
that the board is a fully autonomous self-perpetuating 
group, answerable only to its own dictates. In fact, 
the board is simply the instrument of this Section and 
of the American College of Physicians. Its member- 
ship and policies are subject to the direction of these 
two agencies through the mediums of election of new 
members and of influence by discussion and advice. In 
its organization the board is guided in a general way 
by the by-laws of the Advisory Board for Medical Spe- 
cialties, this being composed of representatives from 
each specialty board as well as the Council on Medical 
Education and Hospitals of the American Medical Asso- 
ciation, the Association of American Medical Colleges 
and the American Hospital Association. It is perhaps 
well to note that the main responsibility for general 
policy formation lies with the Advisory Board. 
Contrary to widespread belief that the Board of Inter- 
nal Medicine has broad latitude in forming policies 
affecting the practice of medicine, it may be emphasized 
that the only function and responsibility with which 
it is charged is that of examination to determine fitness 
for certification as an internist. It is true that the 
training requirement for eligibility to examination has 
had and will continue to have a considerable impact 





_From the Department of Medicine, University of Minnesota Hospital, 
Minneapolis. 

_ Dr. Victor W. Logan of Rochester, N. Y., librarian of the board's 
Examination Committee, provided the data in the figure and in table 2. 
a my before the Section on Internal Medicine at the Ninety-Seventh 
Annua 
24, 1948, 


Session of the American Medical Association, Chicago, June 
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on the practice of medicine. It has been argued that 
the establishment of a training requirement is not the 
function of an examining board. Nevertheless, it was 
the will of the founders, representing this Section and 
the college, that such a requirement be established, and, 
as you know, it has been in effect from the beginning, 
except for those who graduated prior to 1936, since the 
requirements were first published late in that year. Until 
last year the prerequisite to examination consisted of 
three years of formal training and two years of practice. 
The board then reaffirmed its belief in this program, but 
at the same time relaxed the requirement in favor of 
longer periods of practice and shorter periods of formal, 
or residency, training. The new plan recognizes that 
a man may become a capable internist by different path- 
ways, and it therefore allows considerable latitude in 
the type of program leading to eligibility for examina- 
tion. There has been a good deal of unawareness of 
this change. I will not take time to discuss it now, 
but will simply point out that it has been fully described 
in THE JourNAL (134: 1399 [Aug. 16] 1947) and 
in the Annals of Internal Medicine (27: 845 [Nov.] 
1947). 

Since the board is an examining board, it is self 
evident that the character of its é¢xaminations is’ the 
keystone of its structure; on this score, too, there have 
been some confusion and misunderstanding. The policy 
of the board since its incipiency has been to formulate 
examinations intended to determine whether a candi- 
date, if certified, might be regarded not only as an able 
practitioner of internal medicine but a capable consul- 
tant as well. 

The comments which | wish to make on this subject 
have the approval of the board’s committee on exami- 
nations for 1948, Dr. M. A. Blankenhorn, chairman, 
Dr. Alexander Burgess and Dr. Truman Schnabel. 
Somewhat more than two years ago the board aban- 
doned the essay type of examination in favor of an 
objective and comprehensive type. I have heard it said 
that the board was obliged to resort to the “true-false” 
method of examination because of the large number of 
candidates. There can be no doubt about the great 
throng of candidates in the past two years, and in a 
certain sense the objective examinations used have been 
of “true-false” type. This term, however, is more cor- 
rectly applied to an examination consisting of single 
statements which are true or false, a type which has 
not been used by the board as it is much less discrimi- 
nating than the multiple choice examination. The latter 
was selected not merely, or even chiefly, because of the 
ease and speed of correction, but on the basis of proved 
superiority from a number of other standpoints. I may 
pause to remark that there appears to be relatively little 
general awareness, among teachers of medicine, of 
studies which have been documented by psychologists 
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and students of education with respect to the superior 
merit of properly prepared multiple choice examina- 
tions.’ This is not to say that the ones thus far given 
by the board have been models of perfection. Certain 
deficiencies have been recognized, and a constant effort 
to minimize them is being made; nevertheless, | am 
satisfied that these examinations have been superior to 
the essay type. They have permitted a much broader 
sampling of the candidate’s general knowledge of inter- 
nal medicine and the basic sciences pertaining thereto ; 
as the name implies, they have been wholly objective 
and the correction has been correspondingly fair and 
uniform, which it can never be with the long essay 
type. It has been argued that the multiple choice exatin- 
ination does not probe the candidate’s ability to reason 
as well as the essay type. This depends largely on the 
character of the question, which may be devised to test 
nothing more than factual knowledge or experience or 
to provide a situation which requires considerable analy- 
sis and reasoning. The following problem is an 
example of the latter variety : 

\ physician, 76 years of age, had diabetes for many years. 
He received 20 units of crystalline zinc insulin daily in divided 


1 He experienced sudden onset of impaired vision while 
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he was reading the newspaper, with transitory confusion and 
disorientation. There was painful sensation above the right 
eye and tenderness in the right supraorbital notch. The exam- 
iner’s finget Was not seen as it came up on the left side of the 
face until it reached the midline; the patient perceived it at 
the usual location as it came up on the right or from above 
The right optic disk was indistinct, while the left 
There were no other abnormal 


or below. 
normal in 
physical observations. 


was appearance 

It is most probable that the syndrome described was 
clue to: 

1. A retrobulbar (arteriosclerotic) hemorrhage on 
the right side, involving the optic and supraorbital 
nerves. 

2. Hemorrhage from a small aneurysm of the internal 
carotid artery just at the circle of Willis. 

3. Rupture of a craniopharyngioma (Rathke pouch 
cyst). 

4. Thrombosis of a branch of the right posterior 
cerebral artery. 

5. Thrombosis of the cavernous sinus. 





1. The multiple choice comprehensive examination is now used by the 
Association of American Medical Colleges (Professional Aptitude Test), 
the Cooperative Test Service of the American Council on Ea 
the United States Armed Forces Institute. 
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This situation tests the candidate’s knowledge of 
anatomy as well as his clinical experience and analytic 
ability. He must recognize, to begin with, that the 
patient has homonymous hemianopsia, which narrows 
the choice to either 2 or 4. On an anatomic basis alone 
3 or 5 would be remote possibilities, but the candidate’s 
knowledge of pathology and his past experience, if at 
all adequate, will induce him to reject them. Correct 
evaluation of the painful sensation above the right eye 
and the supraorbital notch tenderness depends on his 
knowledge that the supraorbital nerve is a branch of 
the first or ophthalmic division of the trigeminal, this 
division lying adjacent to the internal carotid artery, 
anterior to the circle of Willis and in close relationshy 
to the optic nerve just posterior to the chiasm. This 
location is in good agreement with the observation of 
homonymous hemianopsia of the left side; hence 2 is 
the correct choice. 

This question that I have just shown you has not 
been used in an examination. If it were to be used, 
how would the board determine whether it is too diffi 
cult or too easy? In the first place, it must be clear 
that the members of the board’s examination committee 
can answer it with unanimity. If they concur on any 
given question and agree that it is acceptable in other 
respects as well, it may then be used in the next 
examination. But, you will say, perhaps it is still 
too difficult, in spite of the committee’s judgment. In 
this connection I may assure you that the examination 
committee in the main leans over backward, as the 
saying goes, to avoid inclusion of questions that might 
be regarded as unfair, ambiguous, tricky or simply too 
difficult. Nevertheless, a further device is employed 
to gain more accurate judgment as to the difficulty of 
the individual questions and the examination as a whole 
Each member of the board selects one or two capable 
internists in his locality who have been certified by 
the board for at least three years. These men, without 
advance notice, are requested to take the examination 
within a few days after the date on which it is given 
to the candidates. Their score and the manner in 
which they handle individual questions are then care 
fully scrutinized. If a significant number of the “guinea 
pigs” disagree on a question it is usually scratched, 
that is to say, not counted in scoring the candidates 
papers. After subtraction of points for questions which 
have been scratched on the basis of these trial runs, 
the candidate’s scores are calculated and plotted in the 
form of a frequency distribution curve. An example, 
that of the March 1947 examination, is shown in the 
figure. 

The form of this curve in itself is reassuring as 
to the reliability of the examination. The passing 


score was set at 125. The individual scores of 
the certified “guinea pigs” are indicated. It is seen 
that, with one exception, they did very well. Human 


frailty is such that one should scarcely expect all 
the guinea pigs to pass in all instances, though as 
a rule it is gratifying to find their scores well in the 
upper brackets. It is of some interest to consider the 
factors which might have been responsible for the low 
score in this one instance. Perhaps the essay and oral 
examinations which permitted his certification several 
years previously dealt more kindly with him than his 
knowledge or experience warranted ; or perhaps he had 
since then allowed his reading and study to lapse to such 
an extent that he was able to answer less than half of 
the objective questions. One of the advantages of the 
objective multiple choice examination is that it permits 
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a broad sampling of the candidate’s knowledge of recent 
advances and hence of the extent to which he is striving 
to “keep up with the literature.” It also permits the 
board to gain insight into the breadth of his information 
and experience in those disciplines and diseases which 
are more or less intimately related to internal medicine, 
such as neurology, clinical pathology, allergy, tubercu- 
losis and syphilis. The question which was given as an 
example a moment ago was mainly neurologic in char- 
acter. The breadth of the examination bears directly 
on the question of the board’s impact on specialization, 
an important matter to which I shall return in a 
moment. First, however, I wish to add another point 
with respect to the examination itself. Further infor- 
mation is readily obtained as to the relative “hardness” 
of individual questions by reference to the performance 
of the upper, middle and lewer thirds of the candidates, 
the division in thirds being based on scores for the 
entire examination. Thus, if it is found that 85 per 
cent of the upper third answered a given question 
correctly, as compared with 60 per cent of the middle 
third and 35 per cent of the lower third, this reveals 
that the question discriminates satisfactorily and that 
it may be used to advantage in a subsequent examina- 
tion. If, however, 98 per cent of the upper third, 
95 per cent of the middle third and 90 per cent of the 
lower third answer the question correctly, it is obvi- 
ously too easy. The converse is true if only 35 per 
cent of the upper third, 32 per cent of the middle third 
and 25 per cent of the lower third make the correct 
choice. Such questions do not discriminate well and 
must be either discarded or altered in the proper direc- 
tion if they are to be used again. The possession of 
a large pool of questions from which to draw permits 
repeated use of discriminating questions at suitable 
intervals. This pool, of course, is steadily replenished 
by questions relating to newer information, while those 
believed to have become obsolete are discarded or 
altered. 

The purpose of the oral examination is to determine 
the candidate’s clinical ability and whether his training 
and experience are sufficient to qualify him as a con- 
sultant in internal medicine. The members of the board 
assume that the candidate is well aware of this and 
that he elects to come up for the examination only 
after an ample period of preparation. Particular atten- 
tion is given in the oral examination to the following 
attributes : 

[ have heard it said that the examiners ask questions 
about what they know, rather than what the candidates 
know. Obviously, however, the examiners are chosen 
because of an assumed broad knowledge of internal 
medicine, so that their questions may be expected to 
relate to what the candidates ought to know. It is 
axiomatic that the members of the board are careful to 
avoid any undue emphasis on topics of their own special 
interest. 

There has been a gratifying correlation between the 
results of the multiple choice written and the oral exaim- 
inations, as shown in table 2. 

To turn for a few moments to certain impacts of the 
board, I wish to remark first on the matter of speciali- 
zation. It was inherent in the establishment of specialty 
boards that specialization along the well established 
cleavage lines would be emphasized. It is not too sur- 


prising that various attempts are being made to promote 
further subspecialization by the formation of individual 
boards. 


The American Board of Internal Medicine has 
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four subspecialty committees, in cardiovascular, pulmo- 
nary, gastrointestinal and allergic diseases. I think that 
it is safe to say that the board feels just as strongly 
now as in the past that it would be undesirable to estab- 
lish independent boards which would examine in these 
subspecialties alone and that persons who are to be 
specially certified in these divisions should be capable 
of passing the regular examination in internal medicine. 
If they are to have a special interest in allergic or 
pulmonary diseases, it is essential that their training and 
experience be sufficiently broad so that they will natur- 
ally consider allergic or pulmonary manifestations 
against the whole background of internal medicine. I 
believe that this statement is sufficiently obvious not to 
require any illustration or amplification. 

There is a degree of specialization which is, no doubt, 
in the best interest of medicine, but beyond which more 
harm than good may be anticipated. It is my opinion 
that the policy and the type of examination of the 
American Board of Internal Medicine constitute a bul- 
wark against undue specialization which ought not be 
overthrown. 


TABLE 1.—The Oral Examination 








Technic of physical examination 
Experience in type of case at hand 
Interpretation of laboratory data 
Knowledge of basic sciences 

Organization of entire problem 
Knowledge of recent advances in medicine 
Qualities desired in a good internist 


oo es owe 








TasLe 2.—Correlation of Proficiency in Written and 
Oral Examinations 





Number of Percentage Passing 


Score * Candidates Oral (1948) 
50 plus and up..............-. , 4 100 
DE eves deseccsgise iden ven 19 7s 
30 plus.... pednwedsn - ae 23 70 
20 plus... ..... 25 65 


| ee Keeaiwe shina 32 56 








* Points above the passing score. 


The question has been raised whether the specialty 
boards have an undesirable impact on the younger 
generation in medicine, in the sense that their examina- 
tions exert a leveling influence or tendency toward 
mediocrity. The thought has repeatedly been expressed 
that the boards are responsible for a regimentation 
which tends to prevent persons with special talent from 
achieving what they might in other circumstances. If 
this were true, it would relate more particularly to 
training and accomplishment in medical research. If 
young men with investigative talent were being lost to 
medical research in greater number than would other- 
wise prevail, this would indeed be a serious matter. 
I have studied this question with some care and have 
discussed it with many clinical investigators and medical 
teachers, and I feel confident that it may be answered 
in the negative. To those in my own school who have 
shown the necessary interest and zeal for research in 
internal medicine, the certification by the board has 
not been the prime objective. They have simply taken 
it in their stride when the time was ripe. Thus far, 
at least, there has been no instance in my experience 
in which such a person has given up a promising career 
in teaching and research in favor of a more remunera- 
tive practice, simply because of having become certified. 








260 BOARD OF 
There have been, however, a great many with little or 
no interest in research, whose prime objective has been 
certification. It is safe to say that the majority of these 
have had more and better training than they would have 
had without this objective. A great many of them have 
gained habits of reading about disease and of investigat- 
ing their patients which will further their entire careers 
as physicians. It has been said that unless the exami- 
nation is repeated every five years or so there is no way 
- knowing whether a man’s certification continues to 
be deserved. This is true, but it does not vitiate the 
belief that the habits gained in the training prior to 
the examination will maintain a great many at a higher 
level of thought and practice than would otherwise be 
While there would be both interest and 
reexamination every five years, it is a 
practical impossibility, but this fact in no way detracts 
from the value of the initial examination. 

| wish now to refer briefly to the impact of the board 
on the general practice of medicine. There are two 
particularly important aspects of this matter. The first 
relates to the supply of general physicians, especially 
communities. Again it was inherent in 
boards that relatively 
the country would 
enter specialties and relatively would take up 
yeneral practice. Except for the war, it is doubtful 
that this would have created any significant disparity. 
During the war preferment was given to specialists, 
and this naturally provided a strong impetus to specialty 
training, which is residual in the salary scales of the 
\‘eterans Administration at the present time. This may 
he regarded as unfortunate, but no one can blame the 
latter agency for seeking the best trained personnel 
and taking advantage of certification to avoid the difh- 
culty of making certain staff appointments under one 
pressure or another. Nor can it be doubted that the 
existence of the specialty boards and their certification 
has been a major factor, since 1946, in the elevation 
of the Veterans Hospitals to the present high plane of 
achievement in professional care and graduate medical 
education. The same may be said, in fact, of many 
private hospitals throughout the country. 

Since the end of the war the American Board of 
Internal Medicine has certified 1,247 physicians. It is 
unlikely that a majority of these will quickly become 
established as consultants in large centers. Not a few 
have entered group or private practice in smaller com- 
munities. These men are serving as family physicians 
and are thus contributing materially to the first line 
care of the sick. Unlike many general practitioners, 
their time is not divided between surgery and medicine ; 
hence they are able to consider the problems of their 
practice in more detail and to meet the challenge of 
functional disease in a much more adequate way. The 
magnitude of this challenge was emphasized by Dr. 
\Vearn in his chairman’s address to this Section last 
year; it is apparent, I am sure, that in the proper 
handling of this truly large segment of the physician's 
practice time is an essential element, and I submit that 
one who is first and foremost a physician is more likely 
to give adequate time to the functional problems than 
one who is striving to serve as both general surgeon 
and physician. Because this touches on a difficult but 
highly important aspect of the question of specialization, 
I should like to digress for a moment, to consider it 
in more detail. I think that we have all become increas- 


probable. 
advantage in 


for smallér 
the establishment of specialty 
medical graduates of 
less 


more of the 
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ingly aware that the growth of knowledge and technics 
of medicine and surgery has long since outstripped 
the ability of one mere mortal to master and apply 
them to the best advantage. One may venture to pre- 
dict that the next decade will find many more who have 
determined to build a general practice on the corner- 
stone of internal medicine rather than surgery. A 
number of institutions, including my own, are offering 
two year internships in training for general practice. 
The pattern of these consists of a year of medicine, 
including neurology, psychiatry and dermatology, and 
a second year, divided equally between obstetrics and 
gynecology, pediatrics and emergency surgery. Training 
in elective surgery is omitted entirely. A third year 
of assistant residency in medicine is strongly recom- 
mended, but with or without this the physician may 
be expected to serve as a family physician in a truer 
sense, rather than a general practitioner worshipping 
at the shrine of elective surgery. The facility of mod- 
ern transportation is such that his surgical cases are 
readily gotten into the hands of a capable surgeon 
working in a fully equipped hospital. He must be 
determined to forego the larger income which the fees 
for operations would provide; if he has regrets on this 
score, — him read Hugh Morgan's fine essay “Pro 
Ann. Int. Med., May 1948). The physician 
with this training and experience in general practice 
is admirably suited to specialization in internal medicine 
at a later date, should he so elect. By means of the 
alternate plans previously referred to, it would be 
unnecessary for him to take additional formal training 
unless he wished. During his general practice, what 
ever its tenure, he would not be faced by the dilemma 
which must be very real in the case of many general 
practitioners seeking membership in the American Col 
lege of Surgeons; i.e., that, while it is required that 
a principal percentage of their practice must be surgical, 
a large majority of the patients for whom they accept 
responsibility have medical, and often functional, com 
plaints, rather than a condition requiring operation. 

In closing I should like to say that I am sure that 
the other members of the board view with regret, as 
I do, the exclusion of noncertified physicians from the 
staffs of certain hospitals. I feel that a duly licensed 
doctor of medicine should not be denied the privilege 
of giving his patients hospital care solely on the basis 
of not being certified by a board. On the other hand, 
the staff of any hospital ought to establish a fair 
mechanism for determining that none of its members, 
certified or otherwise, are abusing the privilege of mem- 
bership. Hospital staffs ought to take a more inde- 
pendent view of the matter than regarding board 
certification as the sole arbiter of a physician’s member- 
ship. Boards are bound to make mistakes, and men 
are bound to vary in the way they maintain their stand- 
ards of practice. This being accepted, it would seem 
obvious that continuing merit as a physician or surgeon 
ought to be the only basis for membership on a hospital 
staff. 

Thus, while the board has been the target of criticism 
on various scores, I am inclined to think that it has 
often been misdirected. I believe that no one can 
gainsay the really significant effect of its activities in 
elevating the plane of medical practice and of graduate 
medical education. This being accepted, then the 


fessio” 


board’s only problem is one of continuous striving to 
uphold its standards and improve the mechanisms of 
its operations. 
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EPIDEMIOLOGY OF ENCEPHALO- 
OPHTHALMIC DYSPLASIA 


THEODORE H. INGALLS, M.D. 
Boston 


During the past decade ophthalmologists have pio- 
neered advances in the knowledge of prenatal disease 
which have transcended the confines of their specialty 
and acted as a ferment on investigations by pedia- 
tricians, obstetricians, pathologists and students of pub- 
lic health. The first impetus came from the observations 
of Gregg on the permanent consequences to infants 
which follow rubella of the mother in early pregnancy.' 
\ drastically altered point of view of physicians toward 
minor disorders of gestation was the result. The impli- 
cations are that the principle at work is the key to 
many of the structural defects characteristic of the 
developmental period of life? Thus, Terry’s demon- 
stration * that retrolental fibroplasia is a defect not 
merely of infants, but for the most part of prematurely 
horn infants, challenged further study and interpre- 
tation. Krause‘ established that the condition was 
generally associated with dysplasia of the brain—hence 
the name encephalo-ophthalmic dysplasia. Reese and 
Payne * pointed out a significant association with single 
or multiple hemangiomas of the skin; all of which gives 
urther proof to the accepted concept that ocular disease 
is only a part of a broader clinical pattern. 

The frequency of encephalo-ophthalmic dysplasia 
was reported by Krause to be 1 to 4,000 total births 
at the Chicago Lying-In Hospital (time not stated). 
\ssuming that 5 per cent of the total number of infants 
horn are stillborn or nonviable, this ratio may be con- 
verted into a rate of about 0.26 per 1,000 live births. 
\t the Boston Lying-In’ Hospital from 1938 to 1945, 
Clifford and Allers* observed that in 13 per cent of 
254 babies weighing less than 4 pounds (1,814 Gm.) 
at birth there ultimately developed the ocular sign of 
retrolental fibroplasia. On this basis the rate of 
encephalo-ophthalmic dysplasia at the Boston Lying-In 
Hospital for those years is computed as 1.1 per 1,000 
live births.’ This estimate appears conservative, since 
missed cases of retrolental fibroplasia presumably con- 
stitute the main variable. 

The association between encephalo-ophthalmic dys- 
plasia and prematurity is clearly demonstrated by the 
data of figure 1, which show the distributions of the 
birth weights of 41 babies in whom this ocular disease 
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developed, and of 1,000 babies from the general popu- 
lation.’ It is evident that the incidence of the disease 
in any particular hospital or city will bear a relation to 
the numbers of premature infants born and surviving. 


EPIDEMIOLOGIC IMPLICATIONS 


At least two epidemiologic factors must be considered 
in any explanation of the significant difference in 
distribution of birth weights of surviving babies in 
whom the lesions of encephalo-ophthalmic dysplasia 
develop compared with viable infants of the general 
population. The difference may be conditioned by 
some characteristic of the infant host or by an alteration 
of the prenatal or neonatal environment. Investigation 
reveals that an active interplay of both these factors 
may be involved in production of the specific end result. 
An- important attribute of the decidedly premature 
infant is the patent hyaloid artery. Terry emphasized 
that the terminal ramifications of this vessel nourish the 
retrolental site which is classically involved in the 
ocular disease * (fig. 2). Involution of this structure 
is complete at about the eighth month of fetal life,’® 
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Fig. 1.—Distribution of birth weights of 1,000 surviving babies of a 
general (Lying-in Hospital) population (light bars) (mean 7.25 pounds 
13,289 Gm.] and standard deviation 1.2 pounds [544 Gm.]j) and 41 sur 
viving babies in whom encephalo-ophthalmic dysplasia developed (dark 
bars) (mean 3.3 pounds [1,497 Gm.] and standard deviation 1.3 pounds 
[590 Gm.]). Source: Terry.* Krause* and Ingalls.” 


after which disease of the tunica vasculosa lentis can 
hardly arise as a purely developmental defect. An 
analogous defect is imperforate anus, which never 
arises in postnatal life and assuredly cannot occur after 
the anal membrane has perforated in the first trimester 
of pregnancy. 

That the placental environment may be a second 
factor is indicated by abundant evidence of an asso- 
ciation between encephalo-ophthalmic dysplasia and 
unusual or abnormal placental conditions. Table 1 
shows a strikingly increased frequency among twins 
and triplets, and in the presence of placental disease 
and hemorrhage, over expected rates for the general 
population. Such conditions are of course, the usual 
precursors of prematurity itself, and their over-all 
significance in relation to encephalo-ophthalmic dys- 
plasia awaits further study. Of significance however, 
is the occurrence of most of the antepartum hemor- 
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rhages *' (as represented by the black dots in figure 3) 
in the fifth, sixth and seventh months of pregnancy. 
Chis is before the tunica vasculosa lentis has completed 
involution. The timing is in distinct contrast to that 
of a similar phenomenon (represented by the open 
circles) observed in early pregnancy among mothers of 


mongoloid babies.** If the hemorrhages bore no rela- 








Fig. 2 1, drawing of the tunica vasculosa lentis from the eye of a 
iby born six weeks prematurely (after Terry *) B, diagrammatic repre 
entation of a human eye at term, following involution of hyaloid artery 
ind tunica vasculosa lentis 


tion to the particular disease of the baby, they should 
he distributed at random. They are not. The fact 
leads to a conclusion that antenatal hemorrhage of the 
mother does bear a causative relation to both defects of 
the baby in the groups studied. 


COMMENT 

The data indicating a relation between encephalo- 
ophthalmic dysplasia and conditions which 
constitute placental environment point to the possibility 
that action of the causative agent is favored by them. 
The with placenta previa, antepartum 
hemorrhage and eclampsia suggest the hypothesis that 
anoxia represents one possible causative agent. Clifford 
explored the relation of placenta previa and antepartum 
‘in a postmortem 


S] vecific 


associations 


hemorrhage to asphyxia of the fetus ' 
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Fig. 3.—Diagram of antepartum hemorrhages, arranged by month of 


pregnancy: 8 pregnancies productive of babies with encephalo-ophthalmic 
dysplasia (hemorrhages represented by black dots) and 20 pregnancies 
productive of mongoloid infants (hemorrhages represented by circles). 
There were more hemorrhages than pregnancies, for some of the mothers 
had bleeding in more than one month. The data graphically shown in the 


chart are summarized in table 2. 


11. When these two types of pregnancy are complicated by maternal 
intercurrent infections, there is evidence that similar distributions occur.” 
The observation awaits confirmation and interpretation. 
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Am. J. Obst. & Gynec. 39: 388, 1940. 
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study of 11 infants, all delivered by cesarian section 
prior to labor. He concluded: “. interference with 
placental circulation as a result of hemorrhage from 
placenta previa apparently produces in the fetus an 
initial stage of intense blood vessel congestion that may 
be followed by the liberation of edema fluid, hemor- 
rhage and even tissue necrosis.” The effects were 
noted to “. . . involve the organism as a whole even 
though symptoms referable to one part of the body 
may dominate the picture.” 

Eclampsia may produce anoxic insult to the fetus 

through premature separation of the placenta or infarc- 


Tasre 1.—Encephalo-Ophthalmic Dysplasia and Placental 
Environment; 120 Collected Cases * 


Rate per 1,000 Live Births 


Expected for 


Number 
vl General 
Placental Environment (uses Ubserved Populationt 
Twin placenta............ a lt 133.3 10.6 
Triplet p'acenta........ 25.0 0.1 
Placenta previa........... ‘ i) 75.0 5.5 
Placental hemorrhage......... ; at 166.6 
Preeclampsia or eclampesia..... ) 75.0 2.0 
Miscellaneous placental disease ; J 41.6 
* Sources: Terry,* Krause,‘ Reese and Payne,’ Ingalls **% and Cliffor.: 


and Allers.* 

t Sources: Footnote 17. Stander, H. J.: 
book for the Use of Students and Practitioners, ed. &, 
D. Appleton-Century Company, Ine., 1941, and Clifford, 8S. H.: Reduction 
of Premature Infant Mortality Through Determination of Fetal Size 
in Utero: Attempt to Control Weight at Birth According to Complica 
tion of Pregnancy Present, J. A. M. A. 103: 1117 (Oct. 13) 1934. 

: Two cases of premature separation of placenta and 3 cases of pro 
longed seepage of amniotic fluid. 


Williams’ Obstetrics: A Text 
New York, 


Taste 2:—Summary of Data Graphically Shown in Figure 3 





Group With 


Group Infants With 
With Encephalo 
Mongoloid Ophthaimic 
Infants Dysplasia 
Number of hemorrhages. .........0.scee0s uM 12 
Mean month of hemorrhage... ‘ 2.25 5.50 
Standard deviation.............. ae a ee 1.33 1.05 
Standard deviation of the means.......... 0.282 0.308 
Difference of the means............... _— 3.25 
Standard deviation of the difference 0.413 
Critical ratio (difference of the means divided 
by the standard deviation)........ , ~ SH 





tion. The essential change in the placenta has been 
characterized by Hertig '* as “ premature aging. 
Involvement of the arteriolar sinusoids of the decidua 
leads to necrosis of the latter with attendant placental 
infarction of the toxemic variety,” Kellogg ** has 
described the effect on the fetus as ™. a race between 
the rate of placental infarction and the gestational age 
of the baby.” If the race is won by the * patho- 
logic process an inadequate placental ratio and death 
in utero” result; if won by the fetus a normal birth 
occurs. That defects of the central nervous system 
may be the result of a borderline finish is well estab- 
lished,"*® though little consideration has been given to 
the probability that the eye may occasionally partake of 
the disease process. 
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That the mortality rate rises significantly '* and the 
mean birth weight falls with each additional member 
of a multiple pregnancy is common knowledge. New- 
man ** ascribed the main cause of the excessive prenatal 
mortality of twins and supertwins to “ crowd- 
ing, using this term in the broad sense to include all 
damaging effects due to interference of one fetus with 
another.” Among other factors, “ there is compe- 
tition between the fetal blood vessels of the two indi- 
viduals (3, 4, or 5 in the cases of higher one-egg sets) 
for a placental area adequate for only one individual.” 
Furthermore, “ a premature infant whether a twin 
or singleton is far more delicate and more easily 
injured at birth than a full-term baby”—in other words, 
the premature baby represents a susceptible host. 


PRINCIPLES OF A PROGRAM FOR PREVENTION 


Any program for prevention of a disease rests pri- 
marily on an understanding of causative factors. The 
hy pothesis that sublethal oxygen deprivation is a causa- 
tive agent for encephalo-ophthalmic dysplasia can be 
critically tested by direct methods for the determi- 
nation of the oxygen saturation of maternal and fetal 
blood and correiating low values—particularly those 
obtained during periods of hemorrhage, toxemia or 
difficult labor—with the subsequent development of 
disease. If the hypothesis is confirmed, measures 
directed toward the maintenance of maternal-fetal oxy- 
gen saturation during the antenatal period of stress 
are indicated. Since the agent of disease (anoxia) is 
only one of three interacting factors productive of 
disease, the other two (host and environment) must 
be the object of general study and preventive measures. 
These are already the general objectives of modern 
obstetrics, namely, maintenance of a favorable placental 
environment, permitting the orderly intact development 
of the fetus beyond that stage of relative susceptibility 
which characterizes prematurity. 


SUMMARY 


Epidemiologic evidence is presented indicating that 
the production of encephalo-ophthalmic dysplasia 
results from the interaction of factors related to the 
fetal host and to an unusual or abnormal placental 
environment. One such factor in the fetus is the 
presence of the tunica vasculosa lentis until the eighth 
month of fetal life. After involution, disease of the 
tunica vasculosa lentis can no longer arise as a purely 
developmental defect. The importance of environment 
is suggested by high rates for multiple births, toxemia 
of pregnancy, placental diseases and hemorrhages 
among mothers of 41 babies in whom encephalo- 
ophthalmic dysplasia developed. An etiologic relation 
between antenatal hemorrhage of the mother and dis- 
ease in the child is indicated by the occurrence of most 
of the menorrhages in the fifth, sixth and seventh 
months of gestation. Significance of this timing is 
indicated by contrast with that of a similar phenomenon 
observed earlier in pregnancy among mothers of mon- 
goloid babies. Sublethal anoxia is hypothecated as a 
principal agent in the production of encephalo-oph- 
thalmic dysplasia, because of the relationships to 
placenta previa, antepartum hemorrhage and eclampsia. 
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ABSTRACT OF DISCUSSION 


Dr. Witt1am C. Owens, Baltimore: Dr. Ingalls emphasized 
the association of retrolental fibroplasia with prematurity. I 
am in complete agreement with this observation. In my experi- 
ence the disease has developed in premature infants. I encoun- 
tered the greatest incidence in premature infants weighing 
3 pounds (1,361 Gm.) or less at birth. Dr. Ingalls has suggested 
that antenatal anoxia, resulting from an abnormal placental 
environment associated with multiple pregnancy, placental hem- 
orrhage or toxemia of pregnancy, may be a causative factor 
in the disease. However, as Dr. Ingalls stated, these abnormal 
conditions are “ the usual precursors of prematurity 
itself, and their over-all significance in relation to encephalo- 
ophthalmic dysplasia awaits further study.” Since retrolental 
fibroplasia occurs principally, if not entirely, in premature 
infants, the higher incidence of these factors in cases of the 
disease may be related to the prematurity alone and not speci- 
fically to the occurrence of retrolental fibroplasia. The incidence 
of these abnormalities of the placental environment in the cases 
of retrolental fibroplasia shown by Dr. Ingalls in table 1 is 
not greater than the incidence of these factors in cases of 
prematurity as a whole, as reported by Anderson and Lyon, 
and by Eastman. Therefore it is not clear whether the 
postulated causative factors are not related generally to pre- 
maturity rather than specifically to retrolental fibroplasia. My 
observations on the clinical course of retrolental fibroplasia do 
not lend support to Dr. Ingalls’ postulate as to the significance 
of the persistence of the hyaloid system. For the past three 
years, Dr. Ella Uhler Owens and I have been routinely exam- 
ining the eyes of the infants in the premature nursery of the 
Johns Hopkins Hospital. We have observed the onset, course 
and development of the final picture of retrolental fibroplasia. 
None of the infants had retrolental fibroplasia at birth. The 
disease was not related to persistence of the hyaloid system. 
Early postnatal examinations of the eyes revealed normal fundi. 
The earliest change observed was progressive angiomatous dila- 
tation of the retinal vessels, followed by the development of 
extensive grayish retinal edema and detachment. The vitreous 
became cloudy. The retrolental membrane was formed by the 
extension across the retrolental space of fusing peripheral 
portions of the swollen grayish retinal detachments. The ves- 
sels in the retrolental membrane had their origin from retinal 
vessels and not from vessels associated with the embryonic 
vascular sheath of the lens. In most cases the active stage of 
the disease subsided gradually. In some eyes the activity 
subsided before a complete membrane was formed behind the 
lens. Usually bands simulating retinal folds extended through 
the vitreous to localized areas of retinal detachment. New- 
formed vessels arising from the retina were visible in the folds. 


Dr. Everett Kinsey, Boston: Dr. Ingalls’ interesting paper 
on the epidemiologic aspect of encephalo-ophthalmic dysplasia 
has been concerned chiefly with the possible causation of the 
ophthalmic dysplasia, rather than with that of any accompany- 
ing mental disorder. We, at the Massachusetts Eye and Ear 
Infirmary, prefer to call the disease retrolental fibroplasia, 
because we believe that there is insufficient evidence, in our 
cases at least, of mental retardation to justify the name 
encephalo-ophthalmic dysplasia. For instance, in 150 cases 
which are being followed up currently, in less than 20 per cent 
are there signs of mental disorder. To be sure, further psycho- 
logic studies are necessary in borderline cases before a final 
evaluation can be made. Therefore, I shall use the term 
retrolental fibroplasia in this discussion. Dr. Ingalls has pointed 
to the possible importance of the prenatal environment in the 
production of retrolental fibroplasia, as exemplied by the high 
rates in multiple births, toxemia of pregnancy, placental dis- 
eases or hemorrhages among mothers of babies who subse- 
quently have this condition. He calls attention further to the 
etiologic relations between disease of the mother and disease 
in the child, as indicated by the occurrence of hemorrhages 
during the sixth, seventh and eighth months of gestation. There 
are two points I would like to make in this connection. First, 
such factors as multiple births and placental diseases are in 
themselves frequent causes of prematurity. Since the incidence 
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of retrolental fibroplasia is highest among infants born prema- 
turely, it follows that the reasoning employed by Dr. Ingalls 
would apply equally well to any condition of the mother which 
is associated with premature birth, To draw any deductions 
concerning causation from this kind of information, one must 
be certain that the incidence of the disease in infants premature 
because of multiple birth, for instance, is significantly different 
from the incidence in infants born prematurely as a result of 
some other condition, e. g., spontaneous delivery. Dr. Ingalls 
pointed out that a conservative estimate of the incidence of 
retrolental fibroplasia at the Boston Lying-In Hospital was 
15 per cent, in babies weighing less than 4 pounds (1,814 Gm.) 
at birth. Percentage incidence figures are always subject to 
variation, depending on methods used in calculating them. 
\ detailed study of the incidence of this disease from the same 
hospital by our group would suggest that this figure is low. 

Dr. INGALLS, Boston: A congenital origin is established 
when the ocular disease is observed at birth or in the imme- 
diate neonatal period. Such babies who show the congenital 
disease are usually those born at term. The ratio of premature 
to term births, about 1 to 7 when the condition was recognized 
during the first month of life, showed a complete reversal after 
the third month to about 18 to 1. The differences may be 
explained in Terry’s observation, confirmed by the testimony 
of those who spoke today, that it takes considerable time for 
some of these ocular changes to take place. If several months 
the retrolental membrane to manifest itself, 
ocular lesions in premature infants 
term infants suggest that 


are required for 
then the low incidence of 
and the among full 


high incidence 
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the causative agent acts generally about the time the premature 
group is born and, therefore, well before birth for the term 
group. To determine the significance of antenatal hemorrhages, 
it was said that more data are needed on antenatal hemorrhages 
among premature babies who did not have encephalo-ophthalmic 
dysplasia for comparison with hemorrhages in babies in whom 
it did develop. That is true, but, to produce a fourfold table, 
four types of data are really needed: antenatal hemorrhage 
followed by ocular disease, antenatal hemorrhage not followed 
by ocular disease, no antenatal hemorrhage followed by ocular 
disease and no antenatal hemorrhage not followed by ocular 
disease. The results could be submitted to a chi square test, 
which, however, is only one method of determining significance. 
Another method was used in this present study, based on the 
time at which antenatal hemorrhages occurred among mothers 
of babies in whom encephalo-ophthalmic dysplasia developed. 
as compared with the time of antenatal hemorrhages among 
mothers with babies having mongolism. If the time of bleeding 
bore no relation to disease of the baby, the hemorrhages would 
expectedly occur at random. They did not. 

As for the term “encephalo-ophthalmic dysplasia,” I have 
borrowed it from Krause of Chicago. It seems to me that 
he has made a real contribution by drawing attention to the 
necessity for study of the whole child. A good example was 
also set by Reese and Payne, who found a significant asso- 
ciation (about 15 per cent) of the condition with hemangiomas 
Likewise, a 20 per cent association of any condition with 
mental retardation is probably significant. It certainly makes 
it worth while to study the whole child. 
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TUMORS OF THE NECK 


FRANK H. LAHEY, M.D. 
Boston 


Tumors of the neck are important to discuss because 
they are not uncommon. Because of the fact that 
malignancy is not rare in them it is important to 
determine their character a$ early as possible; the 
need to know their origin and character is not far 
removed from that of tumors of the breast. Exclusive 
of the lipomas of the neck, which can occur anywhere 
in the neck and can usually be diagnosed by their 
consistency and demonstrable lobulation, there are 
almost no tumors of the neck which should not either 
he promptly biopsied or removed after discovery. I 
know of no other tumor than lipoma which can make 
one blush more for having forgotten it in considering 
the diagnostic possibilities in superficial tumors. 

The diagnosis of tumors of the neck can be extremely 
simple or so obscure as to make their final diagnosis 
possible only by exploration and biopsy, and since many 
of the malignant tumors of the neck will prove to be 
radiosensitive lymphomas, microscopic demonstration 
of this character should not be delayed. Dr. Hugh F. 
Hare, head of the Department of Radiology, The Lahey 
Clinic, has recently demonstrated * that of 181 patients 
proved to have lymphomas and regularly treated with 
roentgen rays, 29 per cent are alive and well over five 
years without recurrence, a point of no small impor- 
tance in the early detection and treatment of these 
tumors. 

To make the discussion of tumors of the neck 
orderly, my associates and I have always classified 
them into midline tumors and cysts, practically all 
occurring as single tumors, laterally located tumors and 
single and multiple tumors (table 1). 








Read before the interim meeting of the American Medical Association, 
Cleveland, Jan. 8, 1948. 

1. Hare, H. F.; Mulry, W. C., and Sornberger, C. F.: 
Tumors, Radiology, 50: 506-514 (April) 1948. 


Lymphoid 


These are the common tumors with which my associ 
ates and I have had to deal. I have omitted considera- 
tion of those conditions related to trauma, the 
extremely rare air cyst which the patient can blow 
up at will, pneumatocele, of which we have had | case, 
large esophageal diverticular sacs, which the patients 
can fill and demonstrate (rare), and the acute 
inflammatory lesions, such as deep cervical abscesses. 
Ludwig’s angina and also the uncommon gummatous 
masses in the neck. 

Midline tumors and cysts can be disposed of with 
out too much discuSsion, since, except for the occa- 
sional inflammatory submental mass and dermoid, the) 
are related either to the thyroid itself or to the develop- 
mental descent of this gland from the back of the 
tongue to its normal place on the upper tracheal rings. 

Of the midline cysts and tumors the most dramatic 
as well as the rarest is the lingual thyroid and the 
commonest is the thyroglossal cyst. Each is the result 
of developmental failure, in the lingual thyroid the 
failure of the thyroid to descend and in the thyroglossa! 
cyst the failure of the thyroglossal tract to close. 

Lingual thyroids are supra, intra and infra in loca- 
tion in relation to the back of the tongue, at which 
point their origin is represented by the foramen caecum. 
We have had three of these unusual tumors, one supra- 
lingual and two intralingual thyroids, but no infra- 
lingual thyroids. 

There is little to be said about the diagnosis of these 
tumors, since their consistent location always at the 
same point on the back of the tongue marks them 
as lingual goiters. There would be no excuse for 
including these rare tumors in a discussion of tumors 
of the neck if it were not for the fact that, as shown 
in figures 1 and 2, they show themselves as tumors of 
the neck by roentgenologic examination and as such 
must be considered in the diagnosis of tumors of the 
neck. They force themselves on the patient’s attention 
by their gradual enlargement, finally, to the degree 
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that they interfere with food intake and so demand the 
consideration of their removal. 

There are only two points to be mentioned in rela- 
tion to the removal of lingual goiters. Lingual goiter 
usually represents all of the thyroid tissue which the 
patient has. Before its removal is undertaken, the 
surgeon will save himself embarrassment and possible 
criticism by explaining this to the patient and his 
family and informing them that following the operation 
it will be necessary for the patient to take thyroid the 
rest of his life. 

Because of the location of the lingual goiter on the 
back of the tongue and possible apprehension of one’s 
ability to control the bleeding expected to occur with 
such a vascular tumor as a thyroid tumor is known to 
be, and in such an inaccessible location, the operative 
approach to such a tumor could be selected as through 


TaBLe 1.—Classification of Tumors of the Neck 











Lingual goiter 
Supra 
Intra 
Infra 


Thyroglossal cysts 


Pyramidal lobe 
Hyperplastic 


Aberrant thyroid tissue along this midline tract 
Adenoma of isthmus 
Medial dermoids 


Lateral tumors—discrete 
Inflammatory salivary gland swelling with stone 
Mixed tumors of the submaxillary gland 
«arotid body tumors 
Branchial cysts 
Neurofibromas 
Diserete parathyroid cancer 
Discrete aberrant thyroids 
Discrete Hodgkin's disease 
Discrete lymphosarcoma 
Discrete primary carcinoma of neck (branchial tract 
origin) 
Discrete tuberculous cervical nodes 
Discrete adenomas of the thyroid 
Lipomas 
Lateral dermoid cysts 


Lateral multiple tumors 
Hodgkin's disease 
Tuberculous cervical glands (multiple) 
Multiple aberrant thyroids 
Multiple colloid adenomatous goiter 
Hygromas of neck 


Low tumors of neck extending into mediastinum 
Intrathoracie goiter 
Fibromas of esophagus 
Virchow’s glands 
Cancer secondary to carcinoma of stomach 
Caneer secondary to carcinoma of lung 





the neck, beneath the chin and through the tongue. 
We have had no experience with infralingual goiters of 
this type in which this approach might be considered 
but for intralmgual and supralingual goiter, the 
approach through the mouth will prove simple and 
in no way troublesome. With traction stitches on 
the lateral aspects of the back portion of the tongue, 
with an intratracheal tube in place and with the 
pharynx packed to prevent blood from being sucked 
into the lungs, these tumors can be removed through 
the mouth and the bleeding from them controlled with- 
out any great difficulty. 

The two types of swellings in the neck related to 
the thyroglossal tract are the pyramidal thyroid lobe 
(fig. 3) and the thyroglossal cyst (fig. 4). 

The pyramidal lobe of the thyroid, located as it must 
often is just to the left of the thyroid cartilage and, 
when completely developed, extending from the thyroid 
isthmus to the hyoid bone, will interest us as a tumor 
of the neck only as it occurs in patients who have had 
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subtotal thyroidectomies performed for exophthalmic 
goiter in the course of which operations the, pyramidal 
lobe of the thyroid has not been removed. Every one 
who has had any considerable experience with the 
surgical treatment of hyperthyroidism has many times 
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Fig. 1.—This illustration shows definitely the shadow of an intra 
lingual thyroid (from S. Clin. North America, p. 487, June 1947). 


seen the small pyramidal lobe of the thyroid overlooked 
in the thyroidectomy and not removed. When this 
pyramidal lobe, preoperatively so insignificant, is not 
removed in the subtotal thyroidectomy for active hyper- 
thyroidism, it can so enlarge postoperatively from 
hyperplasia that it can be seen and felt as an unsightly 
finger-like tumor mass extending from the level of the 
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Fig. 2.—This illustration shows the specimen of the intralingual thyroid 
removed (from S. Clin. North America, p. 487, June 1947). 


thyroid isthmus to the level of the hyoid bone and 
resting on the left plate of the thyroid cartilage. One 
cannot fail to recognize enlarged pyramidal lobes of the 
thyroid, because of their location and because of their 
firmness due to the hyperplasia and tissue regeneration 
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in them, as the thyroid still attempts in the remaining 
thyroid tissue to respond to the continuing influence of 
the pituitaty-stimulating thyroid hormone. 

These tumors are often extremely disfiguring, stand- 
ing out as they often do on the neck as unsightly 
sausage-like longitudinally placed tumors. They are 











t urrent hyperthyroidism (showing the 
n), in the midline is shown a remnant which 
unremoved pyramidal lobe 


easily removed by reelevating the cutaneous flap, and 
in their removal it is unnecessary to remove central 
sections of the hvoid bone and follow them up to the 
hase of the tongue, as is necessary in the removal of 
thyroglossal cysts and tracts. 

Since the thyroglossal tract, representing the embryo- 
logic remnant of the fetal thyroglossal duct, extends 
from the isthmus of the thyroid to the foramen caecum 
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Fig. 4 This is a typical thyroglossal cyst. Although it appears to be 
in the midline, it actually is just to the left of the notch in the thyroid 
cartilage (from S. Clin. North America, p. 488, June 1947). 


on the back of the tongue at the junction point made by 
the circumvallate papillae, one may observe a thyro- 
glossal cyst at any level between these two points, in 
the floor of the mouth at the level of the notch in the 
thyroid cartilage or at the level of the thyroid isthmus. 
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However, the most consistent location at which these 
cysts occur is slightly to the left of the midline and 
opposite the notch in the thyroid cartilage. They are 
commonest in children, but can and do delay their 
appearance until adult life. They have often spon- 
taneously ruptured or have been incised after infection 
of the cyst (fig. 5). 

We have now operated on three hundred and nine- 
teen of these cysts and have learned, as has every 
one dealing with them surgically, that, if one wishes 
to avoid recurrences following their removal, not only 
must the cyst be removed but the central section of the 
hyoid bone must also be removed and any continuation 
of the thyroglossal tract followed up to the base of the 
tongue and removed also. This radical removal, first 
proposed by Sistrunk,* has never failed to remove the 
tract entirely and result in permanent relief of the 
condition in my experience. There is only one warning 
to be uttered in connection with this operation, and 
one I would not feel necessary to mention if I had not 
seen the unsightly results of its employment, that is 
that never should the incision for the excision of thyro- 
glossal cysts be made in the longitudinal direction, but 
always in the transverse direction. If made in the 
longitudinal direction it will result in a checkrein-like 
scar, which is almost impossible to overcome except by 
means of a free graft. 


TasLe 2.—Lateral Discrete Tumors of the Neck 








Inflammatory salivary gland swelling with stone in the sub- 
maxillary duct 

Mixed tumors of the submaxillary gland 

Carotid body tumors 

Branchial cysts 

Neurofibromas 

Discrete parathyroid malignant condition 

Discrete aberrant thyroids 

Discrete Hodgkin's disease 

Discrete lymphosarcoma 

Discrete primary carcinoma of the neck (branchial tract origin) 

Discrete tuberculous cervical nodes 

Discrete adenomas of the thyroid 

Lipomas 

Lateral dermoid cysts 





Single discrete adenomas of the thyroid can ocem 
at any level of the thyroglossal tract, but are almost 
never seen outside the lateral lobes or isthmus of the 
thyroid gland. They are not uncommon in the isthmus 
of the thyroid, but are usually small here, since if they 
attain any size they must encroach on the lateral lobes 
and occupy that portion of the thyroid gland. 

In discussing the diagnosis of discrete lateral tumors 
of the neck, I would like to state, as a result of my 
own considerable experiences with them, that it is 
impossible in most of these cases to do more than 
state one’s suspicion of what the tumor will prove to 
be, setting down the different types of tumors and 
cysts that need to be considered. No one who has had 
much experience with removing tumors of the neck 
can deny that what was thought might prove to be a 
tense branchial cyst has turned out to be a carotid body 
tumor; what was thought might be a carotid body 
tumor has turned out to be a discrete malignant growtn 
of parathyroid origin, a discrete lateral aberrant thyroid 
mass or, for that matter, any one of the discrete 
laterally located tumors of the neck with the exception 
of discrete adenomas of the thyroid and dermoid cysts 
included in this list. 


2. Sistrunk, W. E.: Technique of Removal of Cysts and Sinuses of 
the Thyroglossal Duct, Surg., Gynec. & Obst. 46:109-112 (Jan.) 1928. 
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In discussing the diagnosis of the discrete laterally 
located tumors of the neck, one can only suggest the 
features frequently observed in connection with them 
and at the same time admit that, in spite of this, sur- 
prises will occur when the tumors are exposed and 
removed and the pathologic report returned. 

An enlarged salivary gland, usually secondary to a 
calculus within the salivary duct, is not difficult to 
distinguish, particularly because, with one finger in the 
mouth and the other over the region of the salivary 
gland, its location beneath the angle of the jaw, char- 
acteristic shape, the history of change in size and the 
presence of a calculus demonstrable by the roentgeno- 
gram or palpable through the floor of the mouth will 
generally make it possible to be rather certain of the 
diagnosis. 

When chronic enlargement of one salivary gland has 
existed over a considerable period of time as the result 
of the presence of a salivary calculus, the stone may 
usually be excised through the mouth from its position 
in the submaxillary duct beneath the mucous mem- 
brane. If this does not immediately result in diminu- 
tion and disappearance of the submaxillary swelling, 
the entire gland should be removed externally. 

















Fig. 5.—This illustration shows a thyroglossal cyst which has ruptured 
and drained, with the granulation at the point of draining. The lower 
level in the midline of this thyroglossal cyst as compared with the more 
common level near the notch of the thyroid cartilage may be seen (from 
S. Clin. North America, p. 489, June 1947). 


Mixed tumors originating in the salivary gland are 
likewise rather readily diagnosed, because of the fact 
that they can be similarly palpated as arising in the 
submaxillary gland by combining external palpation 
with internal palpation by means of a finger in the 
mouth, 

Two of the tumors of the neck which will not infre- 
quently require differentiation are carotid body tumors 
(figs. 6 and 7) and branchial cysts (figs. 8 and 9). 
They are frequently located at about the same level. 
Branchial cysts are often so tensely filled with fluid 
that their consistency deceives one into thinking that 
they are tumors, and the differential diagnosis between 
the two types of tumors is not easy. 

There are certain features of each, however, which 
will aid one in at least being reasonably suspicious of 
the diagnosis. It is to be recalled that the course of 
a branchial sinus, from which a branchial cyst arises 
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(fig. 10), is from a point just in front of either sterno- 
mastoid upward beneath the skin, beneath the belly of 
the digastric muscle to enter the pharynx at the region 
of the tonsil. Unlike carotid body tumors, the course 
of a branchial sinus is extremely superficial, directly 
beneath the skin, until it reaches the level at which it 











with its tendency 
inward and not 
(from S$. Clin 








Fig. 6.—This illustration shows a carotid body tumor, 
to extend beneath the angle of the jaw and to grow 
outward as seen in the illustration of the branchial sinus 
North America, p. 494, June 1947). 


passes beneath the belly of the digastric muscle. It is 
obvious, then, that the tendency of thyroglossal cysts 
will be to enlarge outward, in contradistinction to that 
of carotid body tumors to enlarge inward, arising as 
they do, deeply in the neck, and situated as they are, 
at the notch made by the external and internal carotids. 
Rarely do branchial cysts extend under the angle of 
the jaw as do carotid body tumors. Because of their 
superficial location, branchial cysts are movable, and 
whether or not they are cysts can be determined by the 
exploratory introduction of a small caliber needle. 














-This also is a carotid body tumor and has the same character- 


Fig. 7. 
istics, inward growth, as shown in figure 6 


Branchial cysts, as shown in figure 11, can attain 
large dimensions ; they are often rather disfiguring and, 
of course, because of their epithelial elements, possess 

always the danger of malignant degeneration, although 
the percentage of malignant conditions in branchial 
cysts is relatively low. Since they are superficially 
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located, their removal is not difficult or dangerous and, 
with good exposure and dry fields, can be accom- 
plished successfully with relatively little danger to any 
important structures except the large vessels, the hypo- 
glossal nerve and, at times, the spinal accessory nerves. 





a patient with a branchial cyst, show 


tender f this type f tumor, as discussed in the text, because 
; 


supert ‘ 1 oO 8 utward and downward (from 5. ¢ 

America. p. 49 Tune 1947) 
Carotid body tumors are not common tumors. In 
a recent article reporting our experiences with eighteen 
carotid body tumors, Warren and I reported that we 
had found that only three hundred carotid body tumors 
had been reported in the literature. 

Carotid body tumors, arising as they do from the 
carotid gland in the notch made by the junction of the 
external and the internal carotids, are as stated, deeply 
located tumors. Unlike branchial cysts, carotid body 
tumors enlarge not outward but inward and upward. 
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This also is a photograph of a patient with a branchial cyst, 
in this case that the distinguishing feature of external enlarge 
nt as in figure 8, again demonstrating that, regardless 
tumors of the neck, differentiation of 








Fig. 9 
showing 
ment is not as appare 
of the distir 
them will often be 


guishing features of 
difhcult 


They are characterized not only by their deep location 
but by extending upward toward the base of the skull 
behind the angle of the jaw, and, while, as shown in 
figure 12, they do produce a swelling on the neck, the 


Tumors of the Carotid Body, 


1947 


x. W.:3 


Lahey, F. H., and Warren, 
(Sept.) 


Surg., Gyesec. & Obst. 85:281-288 
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greater part of the enlargement is not outward. In the 
aforementioned article on carotid body tumors, atten- 
tion is called to a feature of carotid body tumors which 
frequently may not be appreciated unless one has had 
some experience with them; that is, the tendency of 
certain carotid body tumors to bulge into the pharynx 
to such a degree that they can interfere with swallow- 
ing. In 2 of the patients on whom we operated for 
carotid body tumors, such was the intrapharyngeal 
bulging as the result of the pressure of these tumors 
that their removal became an urgent necessity, because 
of the fact that the patients were unable to swallow an 
adequate amount of food. 

Another feature to be remembered in carotid body 
tumors is the fact that, unlike other tumors of the neck, 
they cannot be dislocated downward. Since they arise 
in the carotid notch, it becomes obvious that they 
cannot be made to move downward by pressure. 
Still another diagnostic point in carotid body tumors 














Fig. 1 This photograph of a branchial sinus injected with iodized 
poppy seed oil is shown to demonstrate the course of the branchial tract 
and its superficial location. This was a complete branchial sinus in which 
the injection could be done from the point of exit in front of the sterno- 
mastoid to the of entrance into the pharynx. 


point 
is that their deep origin just beneath the mucous mem- 
brane of the pharynx can frequently be demonstrated 
by bimanual palpation, with two fingers, one finger in 
the mouth, pressing on the side of the pharynx, and 
the other on the neck, beneath the angle of the jaw. 
One can also not infrequently determine the origin of 
these tumors when they are palpated bimanually by 
demonstrating the relationship of the tumor to the 
bimanually palpated common, external and_ internal 
carotid vessels: 

The percentage of malignant conditions occurring tm 
carotid body tumors has been placed at various levels 
by various authors, ranging from 20 to as high as 
50 per cent. In the series of 18 cases recently reported 
by Warren and me there were no malignant conditions, 
and since that time two additional carotid body tumors 
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have been removed in which there were no malignant 
conditions. 

Because carotid body tumors tend to enlarge and 
may ultimately require removal because of pressure, 
because in a definite percentage, even if they are small, 
malignant degeneration will occur, it is my opinion 
that all carotid body tumors should be excised if 
possible. When, however, the carotid body tumor 
surrounds all three vessels, as shown in figure 13, 
necessitating the ligation of all three vessels for its 
removal, I do not believe that its removal is justifiable. 
In my hands, the mortality of this procedure has been 
33 per cent, which I believe is higher than the incidence 
of malignant degeneration. In the cases in which liga- 
tion of all three vessels is necessary I believe that the 
tumor should not be removed. When, however, malig- 
nant degeneration has been demonstrated or when the 
size of the tumor and its pressure on the pharynx 
with its increased size are such as to interfere with 
swallowing and when, in addition, it becomes evident 
that the tumor can be removed only by the ligation of 
all three vessels, I believe that a preliminary low liga- 
tion of the common carotid by the infolding plan 
devised and practiced by Dr. James L. Poppen in the 
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Fig. 11.—This is a photograph of a large branchial cyst extending down 
toward the shoulder. This is of unusual size and of unusual location. 





Neurosurgical Department of the clinic, in the manage- 
ment of intracranial aneurysms, is the plan to be 
employed (fig. 14). With the common carotid infolded 
and ligated for six weeks, particularly when afterward 
heparinization is done to avoid thrombosis, later 
removal with ligation of the external and internal 
carotids will prove distinctly less hazardous. 

Lateral aberrant thyroid tissue,* arising from the 
ultimobranchial bodies, as shown diagrammatically in 
figure 15, can be made up of multiple nodules or of a 
single discrete nodule, as shown in figure 16. One 
must have in mind that any laterally located solid dis- 
crete tumor of the neck can, on microscopic exami- 
nation, prove to be a lateral aberrant thyroid, either 
benign or malignant. Ifa laterally located single tumor 
of the neck proves to be an aberrant thyroid, the 
remainder of the neck should be carefully searched for 
other small aberrant thyroid tissues and removed by 
radical complete dissection. If the discrete lateral 
aberrant thyroid tumor proves to be malignant papillary 
adenocarcinoma, a radical dissection of the neck on 
that side should be carried out. 





4. Lahey, F. H., and Ficarra, B. J.: The Lateral Aberrant Thyroid, 


1946 


Surg., Gynec. & Obst. 82:705-711 (June) 
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Neurofibromas of the neck, as shown in figure 17, 
can occur at any level and at any location on the neck 
and can arise from any of the nerves in the neck. In 
figure 18 is shown one which occurred beside the 
pharynx, and in it the deviation of the esophagus filled 
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Fig. 12. 
indicate that even though the carotid body 
lower than the angle of the jaw, due to the fact that the carotid notch 
is lower, the tendency of the tumor is still to project inward and not to 
enlarge outward as do most of the branchial cysts. 


tumor, to 
a location 


This is still another photograph of a carotid body 
tumor may be at 


with barium sulfate can be seen. They are discrete 
and firm, and the final diagnosis in these tumors can 
be made only with a pathologic report. They are of 
a low grade of malignancy; they tend to recur locally 
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Fig. 13.—I1n this photograph of a removed carotid body tumor, it can 
be seen that the tumor had surrounded all three branches of the carotid, 
the common, the external and the internal, so that they were enveloped 
and removal required ligation of all three vessels. This ligation of all 
three vessels in my actual experience has resulted in a mortality of 33 
per cent and in my opinion should never be done. It is in enveloping 
carotid body tumors such as shown in this illustration that removal is 
not advised. 


and should be removed radically, and one should take 
care that they are removed completely and intact. 
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Three types of tumors have occurred, in my experi- 
ence, of parathyroid origin—parathyroid cysts, para- 
thyroid adenomas and discrete lateral malignant growth 
of parathyroid origin. Parathyroid cysts have been 
seen up to the size of a horse chestnut and parathyroid 
adenomas, likewise, up to the size of the horse chestnut. 





Fig. 14.—In this illustration (supplied by Dr. James L. Poppen of the 
Neurosurgical Department of the Clinic) is demonstrated the method of 
nfolding the common carotid vessel and then ligature to avoid (1) cutting 
f the ligature and (2) the production of thrombosis. This is the method 
that Dr. Poppen has employed in dealing with carotid ligation in intra 


ranial aneurysms 


Parathyroid cysts and parathyroid adenomas have 
occurred in direct relationship to the thyroid gland and 
have been seen located posterior to it. The rare malig- 
nant growths of the neck of parathyroid origin which 





Fig. 15.—In this illustration (4, B and C) are shown the three types 
of aberrant thyroid which I have found in a series of 47 patients with 
this lesion on whom I operated and reported in an article on this subject. 
In C is shown the typical discrete tumor of aberrant thyroid origin. 


I have seen have been of considerable size and not 
related to the thyroid itself. They have been discrete 
laterally located movable tumors of the neck, and the 
diagnosis has been made in every case only with the 
pathologic report. 
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Lymphosarcoma has occurred, in my experience with 
tumors of the neck, as a discrete tumor and as Hodg- 
kin’s disease. Discrete primary carcinoma of the neck 
arising in the branchial tract has likewise occurred in 
my experience, and all of these tumors have been- 
diagnosed solely on the basis of the pathologist's report. 

Discrete tuberculous cervical nodes have occurred in 
my experience, but much less commonly than in the 
past, when this disease was particularly common in 
children, prior to almost routine tonsillectomy in chil- 
dren and prior to inspection of milk herds for tubercu- 
losis. Tuberculous adenitis of the cervical nodes most 
commonly occurs in the region drained by the tonsils. 
The nodes most commonly involved discretely are those 
just below the angle of the jaw and in front, beneath 
or behind the sternomastoid muscle. While tuberculous 
cervical adenitis can occur as a discretely involved 
gland, it does not usually occur in a single gland. The 
diagnostic feature which will be helpful in one’s sus- 











Fig. 16.—This is a single discrete tumor of the neck, of lateral aberrant 
thyroid origin with carcinomatous degeneration. In comparing this phot 
graph with one of a patient with a branchial cyst one can easily see h 
difficult it is to differentiate some of the tumors of the neck (from S. Clit 
North America, p. 493, June 1947). 


picion of the diagnosis is the fact that in any tubercu- 
lous gland which has reached the size of a horse 
chestnut rarely will caseation be absent. In _ the 
presence of caseation rarely will calcium deposits be 
absent which can be demonstrated by the roentgeno- 
gram, and this suggests the diagnosis of tuberculous 
lymph node. 

If a tuberculous node of the neck does occur as a 
discrete involvement of a single node or set of nodes, 
excision followed by radiation is a most satisfactory 
form of treatment. It is to be recalled, however, that 
the spinal accessory nerve passes beneath the sterno- 
mastoid at this point where discrete tuberculous glands 
of the neck are so likely to occur, that is, behind the 
middle portion of the sternomastoid muscle, and that, in 
dissection of the tuberculous node here, this nerve is in 
danger. It is to be recalled also that the spinal acces- 
sory nerve innervates the trapezius, which by scapular 
rotation provides the last 90 degrees of abduction of 
the arm, and that injury to it results in serious loss 
of motion and function of the arm. 

Discrete adenomas of the thyroid should never be 
difficult to diagnose, since, with few exceptions, that is, 
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those adenomas extruded from the thyroid, the discrete 
tumor can be palpated as arising in one of the lobes of 
the thyroid. There is one distinguishing characteristic 
of a tumor, discrete or multiple, arising in the thyroid 
gland, and that is the fact that it ascends and descends 
with swallowing. The only other tumor occurring at 
this location that I know of which ascends and descends 
with swallowing is the fibroma of the esophagus. 

Discrete adenomas of the thyroid with their relation- 
ship to thyroid malignancy (table 3), in my opinion, 
should all be removed, since the mortality in removal 
of these tumors should be zero. 

It is to be recalled that inclusion cysts of the neck 
(dermoid cysts) can occur at any level (figs. 19 and 
20), from the back of the tongue to the level of the 
clavicle. 
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Fig. 17.—A neurofibroma removed from the neck in the region of the 
pharynx 
pharynx. 


TABLE 3.—Incidence of Malignancy in Thyroid Adenomas * 








Malignant 

Total Conditions, 

Year Thyroid Tumors Percentage 
Bes co ccccantdéccacepetbes secede tees 443 3.6 
BU > uuptetes 2sbnncistbeosuans coves 301 4.0 
FEB s vce ccvccvessccetictecevatee 526 10.5 
BP rntic + 64y-2dcenetequeneteGeunnes 655 7.3 
BED osc ccnccecesedhecedsvecseeees 574 4.3 
BE 8 cccddocinsscctecessnsssesetes 504 3.5 
BBA ti vee ponWweis cocesasonouses 495 3.2 
ype eee epee ibe st 426 3.5 
) PIT TTT TT TTT iit tt 495 5.0 
Bones creedesivcesbeevesconcsess 33 3.5 

DBR... cee cewcevacs das dibecs 5,052 





* Because of the statements which are being made of late that there is 
little danger of malignancy in adenomas of the thyroid, its incidence over 
a ten year period in 5,052 cases of tumor of the thyroid is recorded. 


Attention has been called to the fact that lipomas can 
occvr in any portion of the neck, but the possibility of 
this diagnosis should not be forgotten in considering 
any tumor of the neck not of solid consistency. 
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The lateral multiple tumors of the neck, consisting 
of Hodgkin’s disease, tuberculous cervical adenitis, 
multiple aberrant thyroid, cystic hygromas of the neck 














Fig. 18.—In this illustration may be seen the outline of the shadow of 
the neurofibroma beside the pharynx, as indicated by arrows. 





levels at 


illustration demonstrates the 
which inclusion cysts (dermoids) can occur, in the back of the tongue to 
the level of the clavicle, in order of their frequency of occurrence in my 
experience. 


Fig. 19.—This diagrammatic 


and multiple colloid adenomatous goiters, present par- 
ticularly difficult diagnostic problems. 
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I do not believe that it is possible to distinguish, 
with any definite certainty, Hodgkin’s disease from 
tuberculous cervical adenitis by any other means than 


biopsy. When Hodgkin’s disease occurs in multiple 





beneath the jaw 


locations, one can be suspicious of it, when the char- 
the glands in Hodgkin’s disease is typical 


multiple movable grapelike structures without 


acter of 
that 1s, 








Fig. 21 
demonstrates how 
tumors of the neck. 
submaxillary gland (from S 





4 


A cystic beneath the jaw Again, this 

dificult it is to differentiate many of the 
From its location, this could easily be a tumor of the 

Clin. North America, p. 499, Jume 1947). 


hygroma of the neck, 


cysts of 


inflammatory reaction ; one may be suspicious of Hodg- 
kin’s disease, but the final differentiation between 
tuberculous nodes of the neck, lymphosarcoma and 
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the various other tumors of the neck, either single or 
multiple, can be made with certainty only by the 
removal of a node and on the basis of the pathologic 
report. While multiple glands of Hodgkin’s disease, 
when it is diffuse in character, are not usually fused 
together, as inflammatory glands seen with tuberculous 
cervical adenitis often are, I have seen tuberculous 
cervical adenitis occur in all forms and types and have 
never attempted to do more than consider the possi- 
bility of both lesions and settle the final diagnosis by 
biopsy. 

Multiple aberrant thyroids have in most instances a 
feature which is helpful in distinguishing them from 
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Fig. 22.—-This is a photograph of an intrathoracic goiter, showing the 
extrathoracic and intrathoracic portions (from New England J. Med., 
236:60 [Jan. 9] 1947). 


other multiple glandlike tumors of the neck; that 1s, 
they tend to occur as a lateral chain running longi- 
tudinally up and down in front of the sternomastoid, 
in close relationship to the internal left jugular vein. 
They may occur as a small discrete chain of glandlike 
structures ; they may occur as a chain of small glandlike 
structures with an occasional large glandlike mass, or 
they may occur, as previously stated, as a single dis- 
crete and large lateral aberrant thyroid tumor. 

Little need be said about the diagnosis of multiple 
colloid adenomatous goiter, since the diagnostic features 
which attach themselves to the discrete adenoma of the 
thyroid are likewise true of multiple adenomas of the 
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TUMORS OF 
thyroid; that is, their origin within the thyroid and 
the fact that they ascend and descend with swallowing. 
These features should in practically all cases make it 
possible to settle when multiple tumors of the neck are 
multiple adenomatous goiters and to distinguish them 
from the other lesions producing multiple tumors, 
aberrant thyroid, tuberclous cervical lymph nodes, 
Hodgkin’s disease or multiple lymphomas. 

Cystic hygromas of the neck, with their diffuse char- 
acter and their cystic consistency, in most instances 
are not difficult to diagnose (fig. 21). 

In discussing tumors of the neck one should not fail 
to mention the differential diagnosis of the low-lying 
tumors of the neck, particularly those that either extend 
into or emerge from the supraclavicular space, the 
commonest of which is intrathoracic goiter. This 
is the type of goiter which is largely intrathoracic, 
with its topmost portion projecting up through the 
upper thoracic strait, so that it can be palpated 





| it 














Fig. 23.—-This roentgenogram demonstrates the deviation of the trachea 
which occurs with the intrathoracic goiter shown in the previous illus- 
tration, showing the deviation of the trachea to the left or to the right, 
which occurs in the typical adenomatous thyroid which has descended into 
the mediastinum (from New England J. Med., 236:60 [Jan. 9] 1947). 


above the clavicle in the root of the neck.  Intra- 
thoracic goiter is the commonest of all the low-lying 
tumors of the neck which extend into the medias- 
tinum, and has several rather typical characteristics. 
Again, as is true of all tumors of the thyroid, it is the 
only tumor in the neck, exclusive of-the fibromas of 
the esophagus, an example of which is shown in 
figure 22, which ascends and descends with swallow- 
ing. Since intrathoracic goiters are oftenest discrete 
adenomas of the thyroid which have descended into the 
mediastinum with their upper surface showing above 
the clavicle and arising usually in a lateral lobe, they 
will deviate the trachea characteristically either to the 
right or the left, as shown in figure 23. They are 
practically the only tumor in the lower part of the neck 
which curves the trachea. symmetrically, as shown in 
figure 23. They have the additional feature that they 
are usually smooth in outline and that in a roentgeno- 
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gram they will usually show a shadow with a sharply 
demarcated outline. 

Fibroma of the esophagus, which occurred in 3 
patients who were operated on for its removal, as shown 
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Fig. 24.-—-This roentgenogram demonstrates a fibroma of the esophagus 
as brought out by barium sulfate in the esophagus, showing the intra- 
thoracic location and hew readily it can, on palpation, simulate an intra- 
thoracic goiter, particularly when one remembers that it ascends and 
descends with swallowing. 





in figures 24 and 25, is the only tumor of the lower 
part of the neck other than intrathoracic goiter which 
ascends and descends with swallowing. Outside of the 
fact that its outline frequently can be brought out 
when barium sulfate is ingested, showing distortion of 








Fig. fibroma of the esophagus: removed through 


25.—Specimen of the 
the neck. 


the esophagus, it is practically impossible to distinguish 
it by roentgenogram or by palpation from an intra- 
thoracic goiter. There is a point which becomes 
valuable at the time of operative exposure, by means 
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of which it can be settled that this intrathoracic tumor, 
occurring on the lower portion of the neck, is an intra- 
thoracic goiter or an intrathoracic fibroma of the 
esophagus, and that is the relationship of the recurrent 
laryngeal nerve and the inferior thyroid artery to the 
tumor. .\s the neck is opened and the tumor exposed, 
if the inferior thyroid artery and the recurrent laryn- 
geal nerve run over the anterior surface of the intra- 
thoracic tumor, it will be a tumor of esophageal origin 
and not of thyroid origin, for if the tumor be of 
thyroid origin the inferior thyroid artery and _ the 
recurrent laryngeal nerve, because of their develop- 
mental origin and anatomic course, will be behind the 
tumor. In all 3 cases of fibroma of the esophagus, 
the tumors were succesfully removed without opening 
the esophagus and contaminating the mediastinum. 

There occasionally arise secondary malignant growths 
in any location in the neck, such as discrete tumors of 
Virchow’s gland behind the insertion of the left sterno- 
mastoid process. This has been such a classic lesion 
that one should never fail to remember it and to search 
for it in any examinations of the neck for tumors. 
Failure to find Virchow’s glands and thus demonstrate 
them as secondary to carcinoma of the stomach has 
occurred unfortunately more than once in every one’s 
experience and has resulted in an unnecessary explora- 
tion to determine the operability in carcinoma of the 
stomach when, had the gland been discovered, inopera- 
bility could have been determined and exploratory 
operation avoided. Virchow’s glands occur as single 
discrete movable tumors or can have extended until 
they are represented by a firm fixed mass behind the 
insertion of the sternomastoid, with a broad fixed base 
and a firm apex pointing upward. At this stage, secon- 
dary extension in the region about the thoracic duct 
has taken place, and these can rarely be missed. 

\nother type of secondary malignant growth, sec- 
ondary to carcinoma particularly in the upper lobe of 
the lung, will occasionally be observed extending above 
the clavicle. It is a fixed firm mass, unfortunately 
at times the first evidence of the presence of such a 
bronchiogenic carcinoma. 

discussing the diagnosis of tumors of the neck, | 

am aware of the fact that even after extensive experi- 
ence with such tumors such discussions seem tinade- 
quate and that one can do no more than mention some 
of the featyres of these tumors which will make one 
suspicious of what the diagnosis may prove to be if the 
tumor is removed and the pathologic report received. 
So uncertain do | feel, both as to diagnosis and the 
possibility of malignancy, that in practically all patients 
with tumors of the neck who come to me for opinion, 
one of two things is usually done: A gland is removed 
for pathologic report, or the tumor is explored with the 
purpose of removing it. 


SUMMARY 

The importance of immediate removal of tumors of 
the neck and a pathologic report, because of the danger 
of malignancy, is stressed. 

The various types of tumors of the neck, median, 
single, lateral, single and multiple, are listed and cer- 
tain of their features discussed. 

The uncertainties in determining the exact nature 
of all tumors of the neck, exclusive of thyroglossal 
cysts, adenomas of the thyroid, the neck dermoid and 
the cystic hygromas, are stressed, and the need for 
early exploration with the purpose of removal or an 
early biopsy in multiple tumors ts strongly urged. 


FUNDAMENTALS IN THE DIAGNOSIS 
OF JAUNDICE 


ALBERT M. SNELL, M.D. 
Rochester, Minn. 


For more than two decades medical literature has 
heen replete with publications bearing on _ hepatic 
physiology in health and disease and on laboratory 
methods of studying hepatic function. Much of the 
work has been highly specialized and of interest chiefly 
to investigators engaged in similar studies. The gen- 
eral practitioner has not found in the reports of such 
studies as much assistance as he might like in dealing 
with clinical problems of hepatic and biliary disease. 
In fact, he might easily be excused for pleading igno- 
rance of the matter and leaving the study of the jaun- 
diced patient to persons and organizations specially 
equipped to deal with such matters. 

For several cogent reasons, however, the practitioner 
may be required to turn his attention again to the 
matter of diagnosis in the case of jaundiced persons. 
During the war years the most extensive epidemic 
of infectious jaundice on record swept across Europe. 
the Orient, Africa, the Pacific islands and the North 
American continent and left in its wake several highly 
important sequelae. The first obviously is the public 
health problem which may arise in any community in 
which the disease appears; the second is an increase in 
the number of older persons affected by the more 
serious and even fatal forms of hepatitis, including 
subacute and chronic forms of atrophy of the liver, and 
by such chronic lesions as the cholangiolitic or biliary ' 
types of cirrhosis. There has been an absolute increase 
in the various forms of atrophy of the liver observed 
both in this country and in Europe,’ and the mortality 
rate of the more acute form has been distressingly high. 
\ third problem has to do with the transmission of 
virus hepatitis by the use of blood, blood products, 
such as liquid or dried plasma, and even contaminated 
syringes and needles. This form of hepatitis, often 
designated as “homologous serum jaundice,” has 
carried a mortality rate many times higher than that of 
the naturally transmitted disease and has led to a cur- 
tailment of the use of plasma in many institutions. 
The differentiation of these “medical” types of jaundice 
has become a matter of unusual importance, since 
surgical intervention in such cases is often attended by 
hepatic insufficiency and death. Finally, the war years 
saw the growth and development of radical surgical 
procedures for the relief of biliary obstruction due 
to carcinoma of the ampulla of Vater and the pan- 
creas. The results to date have been most encour- 
aging and would be even more gratifying if earlier 
diagnosis were possible in the patient’s home environ- 
ment. It is in the hope of encouraging earlier and 
better diagnostic studies on jaundiced patients at the 
time when they first come to the attention of the family 
physician that this article is written. The principal 
thesis to be developed is that it should be possible for 
any practitioner, by obtaining an accurate history, mak- 
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ing’ a careful physical examination and performing 
few technical procedures which do not tax the capacity 
of a small laboratory, to arrive at a satisfactory work- 
ing diagnosis for the jaundiced patient. 

The family physician has several advantages over 
other physicians in dealing with jaundiced patients 
which should not be disregarded. He knows the 
patient and his background, and can often evaluate 
the history of onset and the severity of symptoms better 
than a stranger. He sees the disease at its onset before 
it is obscured by complicating factors, and he can follow 
the development of physical signs and laboratory data 
with less inconvenience and expense to the patient. 
He can take comfort in the thought that many diag- 
noses in cases of jaundice have been made in the past 
on the basis of purely clinical data and that in the 
last analysis such clinical data plus sound judgment 
should always outweigh any combination of laboratory 
findings. 

The first step in diagnosis is a tentative classification 
i the general type of jaundice present. Many classifi- 
cations have been advanced, the most recent being that 
of Ducci.* He listed three types of jaundice as follows: 
(1) the prehepatic, which includes the various types 

| hemolytic jaundice and constitutional hepatic dys- 
function; (2) the intrahepatic which includes hepato- 
cellular and hepatocanalicular forms, and (3) the 
posthepatic type of jaundice which includes the benign 
ind malignant varieties of obstructive jaundice. 

The hemolytic varieties of jaundice may be recog- 
nized by appropriate studies of the structure of the 
blood and of the products of breakdown of hemoglobin 
is well as by the fact that acholuria is an associated 
phenomenon. Evidence of serious hepatic dysfunction 
is usually absent. The obstructive types may be identi- 
fed by the signs and symptoms of interference with 
biliary flow, such as colic, intermittent or permanent 
icholia, and by the retention in the blood of biliary 
constituents other than bile pigment. In obstructive 
jaundice there seldom is evidence of seriously disturbed 
metabolic function unless the jaundice is of long dura- 
tion or complicated by infection of the biliary tract. 
Patients who have intrahepatic or hepatocellular jaun- 
dice do not present, as a rule, any evidence of long- 
continued interference with the flow of bile into the 
intestine, and, in contrast to the aforementioned types, 
they give early and conclusive evidence of disturbances 
of the metabolic functions of the liver. It is on these 
general diagnostic premises that a distinction sufficient 
for therapeutic purposes must be made. 


THE HISTORY 

Of the greatest importance in dealing with any jaun- 
diced patient is a detailed and accurate chronologic 
history. The various points which such a _ history 
should cover will not be reviewed in detail. Particular 
attention, however, should be paid to three points: 
(1) the symptoms which either immediately or 
remotely preceded the onset of jaundice; (2) possible 
exposures to virus hepatitis, either epidemic or arti- 
ficially transmitted, and to hepatotoxic agents and (3) 
a detailed description of any pain which the patient 
may have suffered before or since jaundice made its 
appearance. These may be considered separately. 

It is unnecessary to point out that a long history of 
flatulent bene am increasing in severity, suggests the 
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presence of benign calculous cholecystic or inflamma- 
tory disease. It is not so well known that pancreatic 
cancer may begin with similar poorly defined abdominal 
symptoms which are often thought to be of functional 
origin. In fact, depressive symptoms and frank psycho- 
neurosis may precede the onset of jaundice. In addi- 
tion, there may be unexplained pruritus, loss of weight 
and diarrhea and, in not a few cases, an otherwise 
unexplained tendency to phlebothrombosis. Pain in 
pancreatic neoplasm lacks the clearcut and definite 
character of biliary colic, but may gradually develop to 
a disabling level. 

The onset of hepatitis of the infectious type is usually 
abrupt, with nausea, anorexia, vomiting, fever and 
malaise. There are types which have at the onset 
symptoms which suggest the development of an infec- 
tion of the upper respiratory tract; in a few cases, too, 
there may be fairly severe pain in the upper part of the 
abdomen. Among older patients, the onset of severe 
hepatitis may be insidious and jaundice may be the first 
symptom noted. In cases of acute atrophy of the liver 
(as was often seen in cases of homologous serum jaun- 
dice) the onset may be associated with psychiatric 
symptoms and organic neurologic signs, singly or in 
combination. Finally, the incidence of a previous 
jaundice is of importance; this may be a feature of the 
history of patients with common duct stone, but it is 
almost equally significant in the history of portal cir- 
rhosis, as Howard and Watson’s* recent report 
indicates. 

An inquiry into an exposure to specific hepatic 
poisons has always constituted an important part of 
taking the history of a jaundiced patient. At one time, 
because of the current prevalence of jaundice due to 
cinchophen, the first question asked of a jaundiced 
person was whether he had been taking any remedy 
for rheumatism; an affirmative answer often helped to 
establish the diagnosis. Inquiries into the use of other 
drugs were, and are now, only rarely productive. At 
the Mayo Clinic we are inclined today to center our 
inquiries on two major points: (1) the consumption of 
alcohol and (2) the use of blood or blood products, or 
even of other parenteral treatment, within two to four 
months of the onset of jaundice. 

The hazard incidental to the transmission of hepatitis 
by blood and blood products has been recognized only 
recently, but the homologous serum forms of jaundice 
are of such a serious nature that this possibility must be 
considered for every jaundiced patient. It is not 
generally recognized that from 4 to 5 per cent of 
patients *> who receive pooled plasma will have virus 
hepatitis within two to four months. The incidence 
following blood transfusion is, of course, definitely less, 
Frequently, the incidents which have led to the giving 
of blood or plasma are practically forgotten by the 
patient in the anxiety which attends the development 
of a new group of symptoms. A good example of this 
fact was encountered recently in the case of a patient 
who was seen about two weeks after the onset of 
jaundice, which had been ushered in by pain high in 
the right side of the abdomen, nausea and vomiting. 
There was a long antecedent history of digestive com- 
plaints and a previous cholecystogram had _ been 
regarded as indicative of disease of the gallbladder. 
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Naturally, under the circumstances, a diagnosis of 
stone in the common duct seemed likely. A review 
of the patient’s history, however, made it apparent that 
many of her earlier digestive symptoms were due to 
constipation and an irritable bowel. It was learned 
also that about three months previously, hemorrhoid- 
ectomy had been done and that blood and plasma had 
heen given at that time because of postoperative bleed- 
ing. his information was sufficient to halt the plans 
for surgical procedures and to initiate a careful study 
of hepatic function, which quickly established the fact 
that the patient was suffering from serum hepatitis. 
She made a satisfactory recovery in about eight weeks. 
This incident has been repeated many times® with 
various modifications in the past few years and does 
not always have so fortunate an outcome. 

Little discussion regarding other hepatotoxins is 
needed. The patient's story in regard to alcohol is 
rarely to be taken at its face value, and one is inclined 
to become as skeptical as Mallory,’ who recently stated 
that a man’s statements in regard to the quantities of 
alcohol taken can safely be doubled, those of a woman 
tripled or quadrupled and those of a teetotaler dis- 
regarded. Friends and relatives may supply the infor- 
mation; the patient seldom does. 

The severity of abdominal pain is a most difficult 
matter to interpret and yet is of the greatest importance 
to diagnosis. Much depends on the character of the 
patient, his memories of previous illnesses and his indi- 
vidual tendency to exaggerate or minimize symptoms 
which he may have had. Some persons deal only in 
superlatives when describing their illnesses, while 
others have a remarkable capacity for forgetting their 
troubles entirely. Hence, it is not always easy to prove 
that the pain which a patient may have had was of a 
severe or colicky nature. Practically all patients who 
have stones in the common duct have had severe pain 
and colic at one time or another, although it may not 
necessarily be chronologically related to the onset of 
jaundice. Biliary colic is likely to be, but is by no 
means necessarily, confined to the right upper quadrant 
of the abdomen. Wherever it may be situated, how- 
ever, it usually retains its severity, its intermittent 
character and its tendency to inhibit respiration, and 
morphine is required for its relief. Antispasmodics 
and nitrates may occasionally control the individual 
attack. The pain of the destructive forms of pan- 
creatitis, of ‘the other hand, is less sharply defined in 
location but is as severe as that caused by stone in the 
common duct and of much longer duration. Painful 
seizures may in fact persist over a period of days, and 
for them hospitalization and the repeated use of nar- 
cotics may be required. The pain of pancreatic carci- 
noma is rarely so severe, is often worse at night and 
may be confined chiefly to the back. Morphine is 
rarely required for its control until relatively late in the 
course of the disease. At least half of all pancreatic 
and ductal neoplasms produce little or no pain at any 
time during the early part of the clinical course. 

Too much emphasis cannot be placed on the necessity 
of a painstaking analysis of the history with special 
reference to the matters just mentioned. The details 
should be checked and rechecked and confirmation 
sought from the family or from other physicians who 
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PHYSICAL EXAMINATION 


A special search should be made for four bits of 
objective evidence in any jaundiced patient: spiders, 
evidence of cancer elsewhere in the body, the size and 
consistency of the liver and spleen and a palpable gall- 
bladder. 

The vascular spider is almost the trademark of long- 
standing injury to the parenchyma of the liver. Most 
of these spider nevi are found in the distribution of the 
superior vena cava and are often most marked about 
the head, face and neck. They may vary in size but 
their pulsating central point and the spidery appear- 
ance of the surrounding net of capillaries should serve 
to identify them. They are rarely associated with 
obstructive jaundice except in that due to long-standing 
stricture of the common duct. 

Search should be made for tumors elsewhere in the 
body or a history of tumor in the past. Also metastatic 
nodes should be the object of a careful search. The 
old and familiar story of the patient with an artificial 
eye, or a radical mastectomy scar, a large firm liver 
and jaundice is still repeated in our wards. 

A careful examination of the abdomen with refer- 
ence to the size and consistency of the liver and spleen 
is also in order in all cases of jaundice. An extremely 
large liver usually means syphilis, carcinoma or cir- 
rhosis and is not often found in the presence of obstruc- 
tive jaundice. The spleen is rarely palpable in cases of 
metastatic malignant disease of the liver and its pres- 
ence as a palpable tumor indicates primary hepatic 
disease. The grossly nodular and stony hard liver is 
usually carcinomatous; the smooth and symmetrically 
enlarged liver may be largely fatty. 

The last and perhaps the most important feature 
of the physical examination of the abdomen is an 
attempt to identify a distended gallbladder. Its pres- 
ence is proof of obstructive jaundice, usually due to 
neoplasm in the pancreas or ampulla. The palpation 
of a distended gallbladder seems to be a lost art and 
one which certainly should be revived. The time- 
honored practice of examining the patient while he is 
in a hot tub and after the administration of a sedative 
will often prove helpful. 

Brief comment may be made here about two other 
physical findings; the color and texture of the skin and 
the presence of edema. The golden orange color of the 
jaundice associated with hepatitis may be contrasted to 
the blackish or greenish hue of obstructive jaundice. 
A rough thickened skin with factitial dermatitis and 
melanosis is almost a specific finding in biliary or 
cholangiolitic cirrhosis. For the patient acutely ill 
with recent jaundice, particular attention should be 
paid to the question of edema. Its presence is not 
common in obstructive jaundice and points to serious 
injury to the parenchyma of the liver. Frequently 
pitting edema of the sacrum, ankles and face precedes 
the development of hepatic coma in the presence of 
acute atrophy of the liver. Edema developing after a 
long period of jaundice is of less significance than that 
appearing early. 


LABORATORY STUDIES WITH PARTICULAR REFER- 
ENCE TO TESTS OF HEPATIC FUNCTION 


The tests devised and proposed for the study of 
hepatic function in disease are extremely numerous and 
new ones are added with great regularity. The multi- 
plicity of these tests indicates clearly that none are 
uniformly satisfactory. Many are excellent laboratory 
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tools for study of particular groups of cases of cir- 
rhosis or hepatitis, but fall short when applied to the 
more varied material seen in the surgical wards of 
general hospitals. Others are useful enough but difh- 
cult to employ in practice. A good many are not 
specific tests for hepatic function at all but merely 
convenient ways of checking certain physiologic dis- 
turbances most frequently produced by disease of the 
parenchyma. These various tests have become so 
numerous and are used so widely that one may sympa- 
thize with the noted surgical authority who complained 
that most jaundiced patients are “studied to death.” 

Before tests are undertaken in the individual case, 
it is well for the physician to pause long enough to 
determine what he really wants to know. Actually, 
he is interested chiefly in determining (1) whether 
there is evidence of mechanical obstruction to the 
extrahepatic bile passages and (2) whether there is 
evidence of injury to the metabolic functions of the 
liver. Rather simple procedures which can be carried 
out in most hospitals will give this information. The 
tests which are considered to form an indispensable 
minimum are the following: (1) the Harrison spot 
test or methylene blue test for bilirubin in the urine; 
(2) duodenal drainage to determine the presence or 
absence of bile in the duodenum; (3) determination of 
the icterus index (or serum bilirubin) preferably done 
on more than one occasion to determine the depth and 
consistency of jaundice; (4) one or more of the simple 
flocculation tests, of which that performed with thymol 
in a barbiturate buffer seems to be about the most 
reliable and sensitive, and (5) determination of the 
prothrombin time and its response to the injection of 
a single dose of vitamin K. If one wishes to go 
farther with study and if facilities are available, determi- 
nation of serum cholesterol and cholesterol esters and 
of alkaline phosphatase is often helpful to check on the 
presence of biliary constituents other than bilirubin in 
serum. With the results of these tests, added to the 
aforementioned clinical data, a reasonably accurate 
appraisal of the situation may be made. 

Some consideration of these individual points would 
appear to"be in order. An icterus index, especially if it 
is determined on successive days, will indicate the 
depth of jaundice. If the index is consistently more 
than 100 (normal is usually 10 or less) the patient 
most probably has either complete carcinomatous 
obstruction to the duct or severe necrotic hepatitis. 
With levels of less than 100 either calculous obstruction 
or a milder and more chronic type of hepatitis is most 
probably present. A fluctuating icterus index indicates 
a stone in the common duct; a high constant level, 
complete neoplastic obstruction ; and a gradually falling 
level, subsiding hepatitis. The icterus index is, of 
course, a simple colorimetric comparison of the serum 
with a bichromate standard and does not distinguish 
pigments such as carotene, which may discolor the 
serum, from bilirubin. For this reason, actual determi- 
nations of the quantity of bilirubin in the blood in 
both its direct-reacting and indirect-reacting forms are 
desirable if suitable laboratory facilities are available. 
If not, a fairly good idea of the depth of serum bili- 
rubin can be had by remembering that an icterus index 
of 100 represents a bilirubin level of 10 to 12 mg. per 
hundred cubic centimeters. 

When the icterus index is 50 or less, the prehepatic 
(acholuric) forms of jaundice previously mentioned 
may be excluded easily by a test of the urine for 
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urobilin. A simple test of this kind performed on the 
urine also will give evidence of infectious or serum 
hepatitis in the preicterus stage and not infrequently 
will indicate small increases in the serum bilirubin 
occasioned by a stone in the common duct. 

With greater degrees of jaundice and especially if 
the icterus index exceeds 100, it becomes necessary to 
determine the patency of the bile passages. The most 
constant single sign cf neoplastic obstruction to the bile 
passages is complete exclusion of bile from the duo- 
denum.* The use of duodenal drainage is recom 
mended for this purpose chiefly because it is within 
the reach of every one and, if the position of the tip 
of the tube is checked roentgenoscopically, study of 
drainage material has proved reasonably accurate. In 
doubtful cases, the procedure should be repeated. The 
presence of gross blood in the drainage is almost 
pathognomonic of neoplasm, especially if no bile is 
obtained at the same drainage. The presence of bile, 
even in rather small quantities, is sufficient proof that 
the ducts are not completely obstructed. The impor- 
tance of locating the tip of the tube by roentgenoscopic 
observation cannot be overestimated, especially in the 
presence of acholia. 

My colleagues and I have little confidence in the 
visual examination of the stools and have found that 
the widely used Schmidt test for bile in the stools is 
scarcely more reliable. If laboratory facilities are 
available and there is an opportunity to make accurate 
collections of urine and feces for periods of two to four 
days, studies of fecal and urinary urobilinogen are 
invaluable. Such studies are, however, of little value 
unless they are done meticulously. The significance 
of the presence or absence of urobilinogen in casually 
voided specimens of urine cannot be depended on in 
the absence of confirmatory evidence. 

Space does not permit a discussion of the theoretical 
basis of the various flocculation tests. They are, of 
course, not specific tests of hepatic function, but mea- 
sure certain phenomena associated with changes in 
plasma proteins. For this reason they may give posi- 
tive results in the absence of hepatic disease. The 
well known cephalin-cholesterol flocculation test proba- 
bly depends on the lack of an inhibiting substance 
associated with normal levels of serum albumin and the 
presence of an accelerating substance which parallels 
a rise in serum globulin. The thymol turbidity test 
appears to depend on a lipid complex, associated with 


beta globulin, plus a rise in gamma globulin.* The 
turbidimetric test recently described by Kunkel " 
depends on increases in gamma globulin alone. The 


first mentioned procedure, the cephalin-cholesterol floc- 
culation has, unfortunately, a considerable margin of 
error in that it often gives a positive result in obstruc- 
tive jaundice. Turbidimetric determinations of gamma 
globulin have not been employed widely enough to 
justify a final statement as to their usefulness, but a 
small experience indicates that the test probably gives 
normal values in obstructive jaundice. The thymol 
turbidity test as a rule has given consistently negative 
results in the presence of obstructive jaundice except 
in a few cases of stricture of the common duct of 
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long standing. Unfortunately, the test may give nega- 
tive or only weakly positive results in cirrhosis, espe- 
cially in that of alcoholic origin, and at certain stages 
in the course of toxic hepatitis. A strongly positive 
result is to be expected in late infectious or serum 


hepatitis, especially of the more severe degrees, and 
in the various forms of acute and subacute atrophy of 
the liver. When practicable, all flocculation tests 


should be checked against the level serum albumin 
and globulin, although this statement does not imply 
any necessary parallelism in the results of the two 
determinations. 

The determination of blood prothrombin is an essen 
tial part in the study of every jaundiced patient and 
may be quickly and easily done by one of several 
simplified bedside methods. If the prothrombin time 
is within normal limits, it gives no information of 
diagnostic value, but, if the time is elevated, a ready 
method of distinguishing obstructive from parenchyma- 
tous jaundice can be used. This consists of an intrave- 
nous dose of one of the various substitutes of vitamin Kh 
and repetition of the test for prothrombin in two ‘io 
four hours. A marked reduction in prothrombin time 
is the rule in bihary obstruction, whereas in primary 
hepatic myjury, little or is noted." 

The concentration of 
substance is widely distributed 
excreted in part in the bile, is 


no response 
alkaline phosphatase, a 
in the body and 
elevated in 


serum 
which 
usually 


obstructive jaundice and is either normal or reduced 
in primary hepatic injury. Maclagan'* has com- 
mented on the fact that the determination of phospha- 


tase used connection with his thymol turbidity test 
will differentiate obstructive from nonobstructive jaun- 
dice The values for 
cholesterol and cholesterol esters run roughly parallel 
with those for alkaline phosphatase. The cholesterol 
esters are characteristically reduced in cases of atrophy 


in about 80 per cent of cases. 


of the liver, a fact which may have considerable prog- 
nostic significance. 
It is assumed, of course, that findings on routine 


urinalysis, test for hemoglobin, leukocyte count, floccu- 
lation test for syphilis and a roentgenogram are avail- 
able. Certain accessory laboratory studies are also 
exceedingly helpful in the study of jaundiced patients. 
In any doubtful case of jaundice, an examination of 
the blood with special reference to the structure of 
the cells as seen in stained smears may pay important 
dividends. Even a rather cursory examination will 
reveal the presence of sickle cell anemia or leukemia, 
the spherical microcyte of congenital hemolytic icterus 
or the macrocytic anemia of primary hepatic disease. 
Since hemolytic jaundice is associated with gallstones 
in about 60 per cent of cases, and since the other 
laboratory findings referable to jaundice may be some- 
what altered in the presence of stone in the duct, the 
blood smear remains the best single aid to diagnosis of 
hemolytic jaundice when stones are also present. 
The roentgenologic examination of the gallbladder 
after the administration of dye has relatively little to 
offer the jaundiced patient. One may occasionally see 
stones or a primary shadow, but the usual cholecysto- 
graphic technic does not permit satisfactory visuali- 
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in the presence of occluded 
A simple roentgeno- 


zation of the gallbladder 
bile passages or hepatic damage. 
gram of the upper part of the abdomen may reveal 
pancreatic or biliary calculi; such roentgenograms 
should always be taken when patients describe severe 
or recurrent pain with posterior extension. Roent- 
genograms of the esophagus, stomach and duodenum 
may be helpful in excluding primary malignant lesions 
in these organs. They also may bring out two other 
important bits of evidence: (1) varicosities in the 
esophagus, which are of themselves practically suf- 
ficient to prove the presence of cirrhosis of long stand- 
ing and (2) widening and distortion of the duodenal 
loop which may point to a new growth in the head ot 
the pancreas. 

VARIOUS SYNDROMES 


JAUNDICE 


POINTS IN 
WITH 


DIAGNOSTIC 
ASSOCIATED 
Infectious Hepatitis —Most physicians who were in 
military service have had long and unhappy experience 
with infectious hepatitis, and not a few have suffered 
from it personally. It requires little comment here 
except to note the frequency and relative severity of 
late relapses. These may be of long duration and seem 
to be more persistent and severe among older persons. 
The diagnosis should not be abandoned simply because 
jaundice recurs or is slow in clearing. Persistently 
positive results of the thymol turbidity test are clini- 
cally useful and reliable in such circumstances. 


SOME 


Homologous Serum Jaundice —Homologous serum 
jaundice may be detected in its preicteric phase by 
various tests of hepatic function of which the sulfo- 
bromophthalein sodium and cephalin-cholesterol floccu- 
lation tests are the most reliable. Jaundice may develop 
suddenly and the disease may run a rapidly fatal course. 
However, in other fatal cases the course may be pro- 
tracted. There may be increases or decreases in the 
depth of jaundice, anemia, gross hepatic enlargement 
with ascites, hemorrhage, pruritus and abdominal pain.’ 
It is in such cases that the irregular course, pain and 
fever suggest the possible presence of stone in the biliary 
tract, and, in fact, stones may appear as a terminal 
event. Their removal when subacute’ atrophy of the 
liver is associated has done little to benefit the patient 
or alter the course of the disease. 

Cholangiolitic Cirrhosis—Cholangiolitic cirrhosis 
has attracted much attention lately because of the 
possibility that it is a late residue of virus hepatitis. 
It is recognized clinically by its chronic course, mela- 
nosis, factitial dermatitis, the presence of a large liver 
and spleen, the remarkable preservation of the meta- 
bolic functions of the liver and the persistent elevated 
levels of bilirubin, phosphatase and cholesterol in the 
serum. It is not known to be amenable to either medi- 
cal or surgical treatment. 

Stone in the Common Duct.—One may paraphrase 
the old aphorism regarding syphilis and say that, if 
one knew stone in the common duct in all its clinical 
manifestations, all other knowledge of biliary and 
hepatic disease would be at one’s disposal. For clini- 
cal purposes, it must be recalled that practically any 
syndrome associated with intrabiliary or extrabiliary 
disease can be closely mimicked by stone. Endless 
examples could be cited to prove this point. This fact 
also must be considered in diagnosis and the selection 
of cases for surgical exploration. Two points may be 
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helpful in this connection: (1) it is rare for a patient 
with common duct stone not to have had colic at some 
time and (2) it is rare for a stone to cause complete 
obstruction of the ducts for any length of time. 

Strictures.— Postoperative strictures of the biliary 
ducts are on the increase and as always present a grave 
problem for the surgeon. Diagnosis, however, is easy 
if the examining physician inquires carefully into the 
postoperative course of the patient. A story of inter- 
mittent jaundice with biliary fistula which alternately 
opened and closed is almost diagnostic. In late cases 
splenomegaly and vascular spiders are not uncommon, 
pruritus is severe, and latent hemorrhagic tendencies 
are often detected. Laboratory studies often indicate 
evidence of injury to the parenchyma of the liver, 
which is not ordinarily of a degree to interfere with 
successful surgical results. 

Chronic Destructive Pancreatitis With or Without 
Stones.—Chronic destructive pancreatitis with or with- 
out stones is commoner than is generally believed. It 
may be recognized by the persistence and severity of 
its painful —s by the fact that it may be associated 
with steatorrhea, fatty liver and diabetes mellitus and 
by the asian: of regurgitation of pancreatic enzymes, 
lipase and amylase, into the blood stream. It is a 
dramatic and violent disease, unlike the insidious pan- 
creatic carcinoma. It rarely produces complete biliary 
obstruction and may pass through numerous episodes 
without demonstrable icterus. 


INDICATIONS AND CONTRAINDICATIONS TO 
SURGICAL TREATMENT 


It may be inferred from this brief résumé that a good 
history, a painstaking physical examination and cer- 
tain minimal laboratory studies will point the way to 
an accurate diagnosis of jaundice in a large majority 
of cases. Unfortunately, however, there are many 
persons whose histories are confusing, whose physical 
findings are meager and on whom laboratory studies 
give equivocal results. In such persons, a reasonable 
doubt in regard to the nature of the diagnosis must 
remain. It is of such patients that one may say, as 
did one famous surgical authority, that a guess is a 
poor peg on which to hang a man’s life and that the 
possible benefits of exploration may well justify the 
risk. This widely quoted dictum has been responsible 
for many rather unfortunate surgical procedures on 
jaundiced patients, many of which might have been 
avoided by reference to the statistical odds in the indi- 
vidual case. 

There are four well recognized indications for explo- 
rations in the presence of jaundice: (1) a reliable 
history of gallstones, colic or preferably both; (2) 
proved intermittent biliary obstruction with fever; 
(3) a patent biliary fistula, and (4) proved complete 
and permanent biliary obstruction. The reader is 
invited to note the words “reliable” and “proved.” 
The principal problem is to be sure of the facts; ‘f 
any doubt exists, the data should be reviewed and 
checked. 

Only a few of the many contraindications to surgi- 
cal procedures on jaundiced patients will be mentioned. 
All are directed at the avoidance of surgical procedures 
on patients with jaundice caused by injury to the 
parenchyma of the liver alone. Perhaps the most 
important is the history of transfusion of blood or 
plasma infusions from two to four months prior to 
the onset of jaundice. In these circumstances, the 
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patient’s interests are best served by deferring a 
decision until further observation confirms or disproves 
the diagnosis of homologous serum jaundice. A second 
important contraindication is the presence of vascular 
spiders, edema and evidence of collateral circulation. 
singly or in combination. These contraindications may 
be waived in the presence of a known postoperative 
stricture of the common duct, but hardly otherwise. 
A third contraindication is the persistence of intense 
jaundice (icterus indexes of 100 or more) in_ the 
presence of patent bile passages. Such patients are 
almost invariably suffering from primary hepatic injury 
and will not be helped by operation. A final, and by 
no means the least important, contraindication is a 
prolonged prothrombin time which does not respond 
to the administration of vitamin K. If the indications 
and contraindications stated are borne in mind, less 
and less should be heard of explorations done on 
patients with primary liver disease; surgical results 
should improve and the mortality rate decrease. 
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This article is the fifteenth of a series to be published by the 
American Medical Association in cooperation with the American 
Cancer Society. The series is designed to aid in the early diag- 
nosis of cancer and thereby to gain more effective results im 
treatment 


PROVING THE DIAGNOSIS 

The last generation of surgeons had to rely solely 

on their knowledge of gross pathology in proving the 
nature of tumors of the breast, and this often led 
them astray. Thus Bloodgood,’ writing in 1914 of his 
experience in Halsted’s clinic in the diagnosis of breast 
tumors, stated: “Among 542 benign lesions 
54, or 10 per cent, have been incorrectly treated for 
cancer [i. e., radical mastectomy was done]. 
It is interesting to note that among these 54 benign 
lesions which were treated as malignant, in 27 cases 
the diagnosis of malignancy was based upon the clinical 
appearance alone. In 24 cases, the diagnosis 
of cancer was based upon the gross appearance at 
exploratory incision. . 

Fortunately, this kind of mistake is no longer neces- 
sary, for today there are quick and sure methods of 
proving the diagnosis microscopically. Pathology has 
grown up and become a senior partner of surgery in 
dealing with lesions of the breast. The skilled patholo- 
gist is just as essential as the surgeun, and I believe 
that the treatment of tumors of the breast should not 
be attempted in communities that are unwilling or 
unable to support a properly trained pathologist. 

Biopsy.—We are ill agreed today that biopsy and 
immediate microscopic examination are often indicated. 
The only differences of opinion are in regard to the 
method. 

Aspiration Biopsy: Aspiration biopsy has been advo- 
cated by the Memorial Hospital group for some years 
and has gained many adherents. The procedure is ordi- 
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narily carried out in the surgeon's office, before the 
patient has entered the hospital. With the patient under 
local anesthesia a large bore needle attached to a syringe 
is inserted into the tumor and, while suction is exerted, 
is withdrawn and advanced several times, sucking 
up a core of tumor cells into the bore of the needle. 
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The material thus obtained is smeared on a glass slide 
and fixed and stained. In this manner a fairly accurate 
impression of the cell types of the tumor is gained, 
although the details of cell structure are somewhat 
distorted by the crudity of the fixation and staining, 

This kind of preparation gives no information, how- 
ever, as to the cellular arrangement and the general 
architecture of the lesion. The pathologist is forced to 
rely in making his diagnosis on cytology rather than 
on histology. This is a great handicap. For example, 
in distingishing certain better differentiated types of 
carcinoma f he breast from benign epithelial pro- 
liferation, the arrangement of the cells within the ducts, 
as well as their invasive character, is just as important 
as the type of cells—and aspiration biopsy does not 
provide this crucial information. This is the main 
reason why Dr Stout and I, working together at this 
problem over a period of years, have ‘ome to believe that 
aspiration biopsy is not a reliable method of diagnosing 
lesions im the breast. 

There is also a_ theoretic objection to aspiration 
biopsy on the ground of its roughness. A good deal 
of force is required to plunge a large bore needle into 
the firm structure of mammary carcinoma—and this is 
exerted not once but several times. We fear that this 
trauma may squeeze carcinoma emboli into veins. If 
our emphasis on gentleness in manipulating carcinoma 
of the breast means anything we should avoid a method 
as rough as aspiration biopsy. 

Another disadvantage of aspiration biopsy ts that 
cystic disease and carcinoma may coexist in the breast, 
the cyst or cysts being prominent and the carcinoma 
small, as in figure 34. Aspiration would empty the 
cyst but leave the inconspicuous carcinoma undetected. 
Surgical exploration of a case of this kind, with excision 
of the cyst and careful inspection and palpation of the 
surrounding breast tissue through the open wound, 
would be more likely to detect the carcinoma. 

A final objection to aspiration biopsy is that success 
with this method becomes more and more difficult as 
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the carcinoma diminishes in size. It is difficult indeed 
to hit with the point of the aspirating needle a nodule 
in the depths of the breast measuring only 4 or 5 mm. 
in diameter. Yet, as the education of women in the 
detection of tumors of the breast improves, lesions of 
this size are seen more and more frequently. Figure 35 
shows such a primary carcinoma measuring 4 mm. in 
diameter which we recently excised for biopsy. It is 
just in such difficult diagnoses, when one must have 
a reliable method of proving the nature of the tumor, 
that the aspiration method will most often fail. 

Incisional Biopsy: These are some of the reasons 
why we prefer incisional biopsy and frozen section as 
the method of choice in proving the nature of tumors 
of the breast. Our procedure is as follows: The diag- 
nostic problem is discussed fully with the patient, as 
gently and as hopefully as possible. Her consent for 
radical mastectomy, should it be required, is obtained. 
She is admitted to the hospital and all preparations 
made for the radical operation. The surgical patholo- 
vist often sees and examines the patient before opera- 
tion. He is regularly present in the operating room 
when the biopsy is done. “Pentothal sodium” admin- 
istered intravenously and supplemented with nitrous 
oxide and oxygen is our anesthetic of choice. We do 
not use local anesthesia: it puts the patient on the rack 
of suspense while the diagnosis is being made. 

\ small incision, 3 or 4 cm. in length, is made through 
the skin over the tumor, and deepened to expose its 
surface. All vessels are meticulously caught with mos- 
quito clamps and tied with fine silk, so that the wound 
is perfectly dry and the surgeon is able to see the 
cut surface of the lesion as he incises it. If the tumor 
is solid a small wedge, measuring about 3 by 5 mm., 
is excised. This is ordinarily adequate for our frozen 
section. On infrequent occasions when the microscopic 
diagnosis is difficult the pathologist may ask for a 
second small wedge of tissue. We do not excise the 
whole tumor for diagnosis unless it is a very small one, 
measuring only a few millimeters in diameter, for we 
believe that the practice adds unnecessarily to the risk 



































Fig. 35.--A very small carcinoma of the breast measuring 4 mm. in 


diameter. 


of producing metastasis. If the carcinoma is of some 
size the line of local excision will cut across dilated veins 
which may carry off carcinoma emboli. Biopsy must, 
of course, always carry with it some degree of risk 
of causing metastases. Since we cannot avoid it in 
many cases our aim is at least to minimize the risk. 

The argument that excising the whole tumor for 
biopsy is safer because the line of excision is around 
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and not through the tumor does not, of course, have the 
approval of the pathologist. He knows that carcinoma 
frequently infiltrates far beyond the grossly visible lim- 
its of the disease and that no surgeon van be reasonably 
sure that a local excision will get beyond it. 

The small wedge which we excise for frozen section 
is heated for a few seconds in Bouin’s fixative. Pro- 
longed heating is not desirable, for it distorts the tissue 
too much. It is then frozen and cut on a freezing 
microtome. We cut a block of tissue of sufficient size 
to show the architecture of the tumor. We do not 
depend on a section so small that only a few cells are 
shown. The sections are floated out in a basin of water 
and picked out on a glass rod and stained in an aqueous 
polychrome stain. Five or ten minutes only are 
required to prepare these sections. 

Although we believe that frozen sections made in this 
manner provide the best immediately available micro- 
scopic evidence, we have learned that there is one type 
of neoplasm in the breast in which nothing except a 
good paraffin section suffices. This is the papillary 
growth situated at a distance from the subareolar area 
of the breast. It is so difficult to distinguish papillary 
carcinoma from papilloma in this location that prelimi- 
nary biopsy as a separate operative procedure, and 
careful study of paraffin sections, should precede any 
operative therapy. 

There are rare occasions when the frozen section 
technic will fail to give an immediate diagnosis because 
the microscopic picture is confused by the presence 
of inflammation or by the variety and richness of the 
epithelial proliferation. The best differentiated carci- 
nomas, of course, give the most difficulty. On these 
rare occasions when the pathologist cannot be certain 
what the lesion is the surgeon closes the wound and 
waits for a paraffin section, available in twenty-four 
hours. /le does not proceed with mastectomy without 
being certain of his diagnosis. 

The surgeon who performs a radical mastectomy 
merely on the suspicion that he is dealing with a carci- 
noma, because he feels that it is the best thing to do 
in this dilemma, runs an unnecessary risk of mutilating 
the patient needlessly. A study of a series of cases of 
carcinoma of the breast in our clinic in which there 
was a delay of from one to ten days between biopsy 
and the radical mastectomy showed that the end results 
were no worse than in cases in whiclr immediate opera- 
tions were carried out. While we do not of course 
recommend delaying operation when it can be done 
at once, this evidence justifies delay which is unavoid- 
able, as for instance when the frozen sections do not 
yield a definite diagnosis or when a pathologist is 
not available to prepare frozen sections and the surgeon 
has no other course but to excise tissue for biopsy 
and send it to a pathologist in the community for a 
twenty-four hour paraffin section. 

Simple mastectomy as an alternative procedure when 
the biopsy fails to yield an immediate microscopic 
diagnosis is, in our opinion, equally unwise. If the 
lesion finally proves to be benign, removal of the breast 
is unnecessary. If it proves to be a carcinoma a simple 
mastectomy spoils the field, speaking in a technical 
sense, for a proper radical mastectomy, besides putting 
the patient through an additional major operation. 

To return to the surgeon in the operating room who 
has just received word from the pathologist that the 
frozen section shows carcit.oma, I recommend that he 
place a small piece of gauze soaked in formaldehyde 
in the wound or coagu ate it with the electrocautery, and 
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close it tightly with a continuous suture of silk. Since 
the danger of blood oozing from the biopsy wound 
and carrying cancer cells into the operative field of the 
subsequent radical mastectomy is very real, it has been 
our custom to seal the wound with a patch of rubber 
dam cemented in place with rubber cement. 

This method of proving the diagnosis of a tumor of 
the breast is not only the most reliable one with which 
we are familiar, but it is the one most likely to lead 
to prompt treatment. When it has been explained 
to the patient it leaves her in no doubt about the serious 
possibilities of her seemingly innocuous tumor of the 
breast. She is usually willing to come into the hospital 
at once. From the physician’s point of view it provides 
him with a direct ana adequate plan to follow for every 
patient with a lesion in the breast. He will not be 
tempted to make a biopsy of the tumor in his office. 
If he is not a member of the surgical staff of a reputable 
hospital or is not himself qualified to perform a radical 
mastectomy, he will refer the patient immediately to 
a surgeon who is properly qualified. He will not pro- 
crastinate because he is in doubt about the nature of 
the lesion, sending the patient away with instructions 
to apply heat or cold, or reassuring her and telling her 
to return in a month. He will instead send at once 
every woman with a dominant tumor in her breast, or 
retraction signs, or abnormal erosion or discharge from 
the nipple, into the hospital to have the nature of her 
lesion proved by biopsy. The practice of this simple 
rule is the best hope of reducing the mortality of carci- 
noma of the breast today. 

THE BREAST 


TREATMENT OF CARCINOMA OF 


The diagnosis of carcinoma having been proved, the 
surgeon must decide how to treat it. This decision is 
a complex and technical one, but it should concern the 
general practitioner or internist who makes the original 
clinical diagnosis at least to the extent that he should 
have an understanding of the basic principles of the 
modern therapeutic attack on cancer of the breast. He 
must know enough to assure himself that his patient 
is getting the best possible treatment. 

First of all, of course, he must have seen enough 
of the results of the modern radical surgical attack 
on cancer of the breast to believe that the disease can 
be cured. I assume that the reason why some physicians 
are content to do half-hearted and incomplete opera- 
tions for cancer of the breast is simply that in their 
personal experience, with the surgical methods they 
have seen tried, the disease has been invariably fatal. 
Our system of medical education is not yet well enough 
developed in this country to make it possible for every 
medical student, or even every hospital intern, to have 
seen in the follow-up clinic patients cured of carcinoma 
of the breast by radical surgery. Until this kind of 
evidence is supplied to students they will not be con- 
vinced, for they share the prejudice that lies deep in 
the heart of every man that cancer is incurable. The 
truth is that, considering all patients who come for treat- 
ment of carcinoma of the breast, including those whose 
disease is the most advanced, five year clinical cure 
can be achieved ‘oday in about one third. By this 
I mean that the patient remains free of all evidence of 
her carcinoma for five years. If the patients with far 
advanced and inoperable lesions are excluded from the 
calculation, about one half of those operated on remain 
well for at least five years. In patients without axillary 
metastases the five year cure rate reaches 70 per cent. 





282 OF 


£52 CARCINOMA 

After tive years have elapsed the frequency of recur- 
rence is much shown in Simmons’* chart 
(fig. 36) of the late results of operation. In his series 
of cases these late recurrences developed only in patients 
who had axillary metastases at the time of operation. 
(ne can therefore say that a woman whose disease is 
attacked before axillary metastases have developed has 
a 70 per cent chance not only of five year cure but of 
permanent cure 


less, as 


If one could convince all practicing physicians of 
this truth one should have gone a long way toward 
improving present day treatment of carcinoma of the 
breast 

When methods of treatment are discussed it is funda 
mental to make a distinction between cure and _pallia- 
tion. This is an important distinction because, as | 
shall show later, attempts to cure lesions which are 
quite beyond the reach of present methods not only 
discredit the methods but actually increase the patient's 
discomfort and shorten her life. 

There are only two methods of treatment which can 
he claimed to cure carcinoma of the breast—radiation 


and surgery. There is today such a wide range of 
opinion concerning the merits of radiation that its use 
must be considered in some detail. 
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ROLI OF RADIATION 
Radium, applied interstitially in needles, has been 
used extensively for carcinoma of the breast by Mr. 


Geoffrey Keynes ° at Saint Bartholomew's Hospital. In 
this country McWittrick * has given the method a thor- 
ough trial and has found it iess desirable than surgery 
in operable'cases. Vain and limitation of arm motion 
are disturbing late after-effects of the radium treatment. 
\ more important disadvantage is the fact that the 
method cannot be depended on to destroy carcinoma 
in the axillary nodes. This trutl. is apparent in the 
report of Mr. J. P. from Keyne’s own clinic, 
concerning the microscopic observations in a series of 
cases in which the breast and some of the axillary lymph 
nodes were removed surgically three months after the 
completion of the radium treatment. In 30 per cent 
of the cases active-looking carcinoma cells were found 
in the axillary lymph nodes. Surgical treatment, on 
the other hand, is highly efficient in eradicating carci- 
noma in the axilla. Local recurrence develops in the 
axilla in than 5 per cent of the cases in which 
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a thoroughly radical operation is carried out. In view 
of this fact it would seem to me that interstitial radium 
has no proper place in the treatment of operable mam- 
mary carcinoma. 

Roentgen radiation deserves more serious considera- 
tion as a curative method, although I must admit that 
in our own clinic at the Presbyterian Hospital our 
experience with it as a curative agent has been dis- 
couraging. We have reluctantly come to the conclusion 
that roentgen rays do not permanently eradicate carci- 
noma in the breast, aithough if given in maximum doses 
they often lock the disease up in scar tissue for several 
years. 

This conclusion has been forced on us from our 
experience with an experimental series of 38 cases in 
which treatment was given between 1933 and 1937 at 
the Presbyterian Hospital. In this series large doses 
of roentgen rays were given, and radical mastectomy 





*s —~ 2s 2? a? 
Po Be i : Lees pa we . & 
be 1s) Vo, & a> ere a a - > 
{-. owe <3 
e 
tt: 














Fig. 37.—Preradiation biopsy of carcinoma of the breast 
then performed. The roentgen treatment in these cases 
has been described by Lenz,* who supervised it. The 
fractional dose method was used, 100 r to 200 r being 
given daily to each of one or more portals, depending 
on the patient’s tolerance. The breast was treated 
through four portals directed tangentially to the chest 
wall, and often through an additional portal directly 
over the tumor. The axilla and supraclavicular regions 
were treated through an anterior and <. posterior portal 
and through a third direct axillary portal. Approxi- 
mately 2,000 r in air was given to each of the breast 
and axillary portals. The tumor dose to the primary 
lesion in the breast reached 4,500 r. 

Approximately two months are required for this type 
of radiation, and it is necessary to wait at least another 
month for the severe cutaneous reaction to subside 
before it is safe to carry out a thoroughly radical 





Tumor Dosage and Results in Roentgen Therapy of 
Am. J. Roentgenol. 56:67, 1946 
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mastectomy. The tissues removed at operation were 
studied by Stout with special attention to the question 
of the destructive effects of radiation. Many blocks 
of tissue were studied from each specimen. In every 
case in the series persisting carcinoma cells were found, 
although the destructive effect of the radiation was often 

















Fig. 38.--Carcinoma of the breast (same case as in fig. 37) after treat- 
ent with 8,500 r. 


The details of the histologic findings in repre- 
9 


vreat. 
sentative cases in this series were reported by Beach. 
[ include photomicrographs from one of these cases. 
Figure 37 shows the appearance of the primary breast 
carcinoma in the preradiation biopsy. Figure 38 shows 
the same tumor as it appeared when the breast was 
removed two months after the completion of the roent- 
gen treatment. Only scattered strands of carcinoma 
cells remained, locked up in a dense hyalinized stroma. 
Some of these cells appeared to be well preserved 
although they did not show mitoses, but in most of them 
the radiation effect was apparent from their gigantic 
and pyknotic nuclei and vacuolated cytoplasms. 

Figure 39 shows the appearance of the axillary lymph 
node metastases. They appear to be unaffected by 
the irradiation although they were heavily treated. 

The greater resistance to radiation of metastases in 
lymph nodes is, of course, a well known phenomenon, 
which is observed in other types of carcinoma. In 
mammary carcinoma this inabiity of roentgen treat- 
ment to control the axillary metastases is an unsur- 
mountable objection to reliance on this method for cure. 

Our objection to reliance on roentgen treatment for 
the cure of carcinoma of the breast and its axillary 
metastases is not based on microscopic evidence alone ; 
clinical experience has been equally decisive. We have 
repeatedly seen patients with operable carcinoma of 
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the breast in whom intensive roentgen treatment, given 
in preference to surgery and with the hope of cure, 
caused only temporary regression of the disease. After 
an interval, sometimes lasting as long as five years, 
the disease broke out of its fibrous bonds and reap- 
peared locally. The following case history is a typ- 
ical one. 

In September 1938, H. M., a woman aged 36, discovered a 
small tumor in the upper outer sector of her left breast. There 
was a single small clinically involved axillary node. The tumor 
of the breast was excised for biopsy at another hospital and 
proved to be a carcinoma. The patient refused radical mastec- 
tomy and was therefore treated intensively with roentgen rays 
The breast received a total of 9,750 r in air through five 
different portals, given in two separate series of treatments over 
a period of fifteen months. The axilla received a total of 
8,650 r in air given through three portals during the same 
period. 

Both the tumor of the breast and the axillary node disappeare. 
after the radiation. Some thickening in the region of the 
original tumor was noted in December 1942. This induration 
increased slowly. By March 1944, it had grown so that the 
radiologist in charge of the patient became convinced that it 
Being unable to give further 


represented a local recurrence. 
She 


radiation he persuaded the patient to have an operation. 
entered the Presbyterian Hospital April 5, 1944, five and one- 
half years after radiation had been started. 

The skin over the axilla and upper outer portion of the breast 
showed pronounced telangiectasia and atrophy. Beneath the 
center of the radiated area in the breast there was a firm mass 
4 cm. in diameter, fixed to the pectoral fascia. No axillary or 























Fig. 39. metastases (same case as in figs. 37 and 38) after 


Axillary 
treatment with 4,500 r. 


supraclavicular nodes were palpated. Roentgen studies failed 
to show metastases in lungs or bones. Radical mastectomy was 
therefore done on April 7, 1944, a large Thiersch graft being 
used to cover the operative defect on the chest wall. Micro- 
scopic study showed well preserved carcinoma in the breast 
and a small metastasis in one axillary lymph node. To date 
(October 1947) there has been no local recurrence or evidence 
of distant metastases. 
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The use of roentgen rays prophylactically as a sup- 
plement to surgery is another question—one much 
debated today. Prophylactic radiation has been given 
either before or after operation, the latter form being 
the more popular one. Three portals have usually been 
used—a supraclavicular portal, one which includes the 
operative field on the chest wall, and a third directed 
to the axilla. The total dosage and the rate at which 
it has been given have varied widely, At the Congress 
of the German Roentgen Ray Society in 1926, for 
instance, a dose of 300 r at bimonthly intervals for 
as long as two years postoperatively was recommended, 
and this type of protracted therapy was much used 
everywhere during the following decade. During recent 
years most radiotherapeutists have concentrated their 
treatment and raised their dosage of prophylactic radia- 
tion somewhat. A typical plan of treatment today 
would administer a total of 1,000 r to each of the three 
portals mentioned, given at the rate of 250 r to one or 
more portals twice weekly. Some radiotherapeutists 
push the total dosage to each portal up as high as 
2,000 r, but this is unusual. 

It is at once apparent that these prophylactic doses 
of radiation are very small indeed as compared with 
the doses given by Lenz in our Presbyterian Hospital 
experimental series of cases in which preoperative treat- 
ment was given: They amount at most only to about 
one quarter of the total dosage in our series. Moreover, 
the method which Lenz used of administering radiation 
in small daily doses is a more effective one than the 
old fashioned technic of giving larger single doses 
repeated at long intervals. 

In view of the fact that curcinoma was not entirely 
destroyed by the large doses used in our experimental 
series it seems unlikely that the small amounts of radia- 
tion commonly given prophylactically before or after 
operation can destroy all carcinoma cells which may 
have been left in the operative field. It is conceivable 
that such prophylactic radiation may restrain the growth 
of residual disease to some extent and delay its reap- 
pearance, but it is unlikely that such restraint will alter 
the late results much. 

This theoretic ineffectiveness of prophylactic radia- 
tion is substantiated by study of the actual resulis. 
Many reports have of course been published in which 
it was claimed that prophylactic radiation significantly 
raised the cure rate, but most of this evidence can be 
viewed with suspicion because the series of cases 
reported are not strictly comparable. It must be real- 
ized that we have been going through an era in which 
the results of the exclusively surgical treatment of breast 
cancer are steadily improving. I will refer again to 
this fact later in my discussion. For this reason it is 
not proper to compare recent case series in which 
surgery has been supplemented by irradiation, with 
earlier case series in which surgery alone was used. 
Ahlbom’s * paper and Marshall and Hare’s"™ recent 
report are good examples of this kin« of improper 
comparison. 

Carefully compiled case series comparing the results 
of operation with those of operation supplemented by 
radiation have been reported by Simmons, Taylor and 
Wallace ** from the Massachusetts General Hospital 





10. Ahlbom, H.: Preoperative Roentgen Treatment of Mammary Tumors 
at Radiumhemmet, Acta chir. Scandinav. 74: 474, 1934. 

11. Marshall, S. F., and Hare, H. F.: Carcinoma of the Breast: 
Results of Combined Treatment with Surgery and Roentgen Rays, Ann. 
Surg. 125: 688, 1947. 

12. Simmons, C. C.; Taylor, G. W., and Wallace, R. H.: Cancer of the 
Breast: End-Results, Massachusetts General Hospital, 1924, 1925 and 
1926, New England J. Med. 210: 836, 1934. 





. A. M. A. 
Sept. 25, 1948 


BREAST—HAAGENSEN 


and by Harrington ** from the Mayo Clinic. The for- 
mer reported that prophylactic radiation did not influ- 
ence the results of operation. The latter found a slight 
increase in the percentage of five year survivors in 
the radiated group, but concluded that irradiation had 
not had a great effect on the late results of surgical 
treatment. 

Even if one admits that prophylactic radiation may 
have some restraining effect on carcinoma cells left in 
the operative field, its use routinely in all patients seems 
a heavy price for a small possible gain. It has been 
shown by Taylor and his associates at the Massachusetts 
General Hospital, as well as in our own clinic, that 
if patients are properly selected for operation and a 
thorough operation is done, only about 10 per cent 
have local recurrence in the field of operation, that 
is, the chest wall and axilla. Prophylactic radiation 
to these areas can be of benefit therefore only in this 
10 per cent, and it has been our experience that when 
local recurrences do appear in this small group of 
cases they can be adequately dealt with by radiation 
given at the time of appearance. These patients do 
not succumb to their local recurrences. They die from 
distant metastases—the béte noire in cancer of the 
breast. 

These are the considerations which have led us to 
abandon prophylactic radiation in our own clinic after 
using it over a period of years. In our experience it 
was expensive to the patient both economically and 
biologically. We found no definite evidence that it 
raised the rate of cure. 

There is, however, one type of case in which we 
continue to give postoperative radiation, but only to the 
supraclavicular region. It is the type of case in which 
the surgeon, while performing radical mastectomy on a 
patient whose disease had appeared to be operable, finds 
to his chagrin that the axilla contains many small 
involved nodes extending all the way up to the apex 
of the axilla. This type of extensive axillary involve- 
ment cannot be detected preoperatively by any method 
with which we are familiar, and the surgeon is thus 
blindly led into the error of operating on incurable 
disease, for these patients almost invariably succumb 
to distant metastases. Surgery does remarkably well 
in eradicating the disease on the chest wall, and in the 
axilla even though it is extensively involved. But since 
we do not attempt to remove the supraclavicular lymph 
nodes, which are the next way station for metastases, 
and which are often involved in these patients with 
extensive axillary metastases, it seems wise to radiate 
the supraclavicular area. Lenz gives these patients 
3,000 to 4,000 r administered in daily doses of 100 
to 200 r. 

The question might be raised of the advisability of 
giving routine prophylactic radiation to the supra- 
clavicular area in the operable group of cases. Our 
answer would again be that it would not seem worth 
while to radiate all of these patients when only the 
few who are doomed to have supraclavicular metastases 
develop can benefit from the treatment. In our Presby- 
terian Hospital series of cases of radical mastectomy 
only 11 per cent of the patients in the operable group 
of cases subsequently had supraclavicular metas- 
tases. Again, it has been our experience that radia- 
tion given to these metastases at the time of their 
appearance holds them in check until more distant 
metastases in bone or lungs get beyond control. More- 
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over, radiation to the supraclavicular and axillary areas 
often increases shoulder discomfort and edema of the 
arm. We do not wish to inflict this penalty on all 
our patients for a questionable benefit to a few. 

In summary, it can be said that critical evaluation 
of the evidence at hand does not give radiation any 
substantial place in the curative attack on carcinoma 
of the breast. Although it is widely used as a supple- 
ment to surgery its value has not been proved. 


ROLE 

Surgery remains our sole reliance for the cure of 
cancer of the breast. With this fact before us our first 
duty is to try in every way that we can to improve 
our surgery. The first step in this direction, it has 
seemed to us, is to select our cases for operation more 
critically. At the Presbyterian Hospital Dr. Stout and 
I set out, some years ago, to try to define, from the 
records of the hospital, in just what types of cases 
cure can be effected by operation. We were favored 
in this undertaking by the fact that the unit case 
records of patients with carcinoma of the breast in 
the Presbyterian Hospital have been exceptionally com- 
plete. They have often included photographs of the 
lesion, and the clinical descriptions of the lesion have 
usually been fairly detailed. We analyzed the records 
of all female patients with carcinoma of the breast 
coming to the hospital between the years 1915 to 1934, 
inclusive. 

In studying this material we utilize] the punch card 
method. In this way it is not only possible to work 
out correlations between any number of different factors 
with ease, but the findings can be checked and counter- 
checked in a way that is scarcely vossitle by hand 
sorting and arithmetic. 

Having the punch cards with all the clinical data 
recorded on them, we were able to study correlat:ons 
between the local recurrence rate, the five year cure 
rate and a whole series of clinical features of carcinoma 
of the breast as recorded in our series of cases."* We 
presented tables showing these correlations for twenty- 
one different clinical factors. There is not space here 
to do more than summarize our positive findings. 

There were eight types of cases that together formed 
a group in which surgery did not achieve a single per- 
manent cure (table 1). We called this group, therefore, 
the categorically inoperable group. This experience 
led us to conclude that radical mastectomy is futile 
in such cases. There are several types of cases in this 
group regarding which some discussion is desirable. 

The group of cases with edema of the skin has 
especially interested us. I Lave already discussed the 
pathologic significance of this important clinical sign. 
In order to determine as accurately as possible the 
clinical significance of edema of the skin we classified 
the cases in which the phenomenon was present into 
two groups: (1) those in which the extent of the 
edema was limited to less than one third of the skin 
over the breast, and (2) those in which it extended over 
a larger area. The group of 41 cases included in 
table 1 were all of this latter type. When this exten- 
sive edema is interpreted in terms of the presence of 
carcinoma emboli in the subdermal lymphatics through- 
out the whole edematous area it is apparent why even 
the most radical surgical treatment always fails -to cure. 


OF SURGERY 
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The so-called inflammatory type of carcinoma of the 
breast is another type of incurable carcinoma which 
merits special consideration. In recent years this acute 
and fatal form of the disease has been well described 
by American and German writers, particularly Lee and 
Tannenbaum ** and Taylor and Meltzer.’® 

In our series of cases there were 28 patients with 
the inflammatory type of carcinoma. In 20 of them 
radical mastectomy was performed. In half of these 
there was known local recurrence, and all succumbed 
to their disease within a relatively shor: time after 
operation. It is understandable why this experience 
led us to place this type of case in the categorically 
inoperable group. 

Another group of cases in our series in which the 
results of surgery were disastrous was hat in which 
carcinoma of the breast occurred during pregnancy or 
lactation. Carcinoma occurring in the breast at this 
time, of course, shares the tremencous growth stimulus 
which physiologic need imparts, and it is only reason- 
able to expect the disease to be exceptionzlly malignant. 
Recently, however, Harrington '* has reported results 
in a much larger group of cases than ours from the 


TaBLe 1.—Results of Radical Mastectomy in Categorically 
Inoperable Groups of Cases 





5 Year Local 


Num- Recurrence 5 Year 
her —_— — Clin‘eal 
of Num- Per- Cures, 

Clinieal Group Cases ber centage Number 
Extensive edema of skin over breast... 41 27 65.9 None 
Inflammatory type of carcinoma....... 20 10 50.0 None 
Care‘noma develop'ng during  preg- 

I Ge Pvc vbsccscccsccsceses 20 6 30.0 3 
Satellite nodules in skin over breast.... 7 57.1 None 
Intercostal or parasternal nodules..... 1 0 ‘a None 
i ia ae ; 2 06.7 None 
Proved supraclavicular metastases..... 12 7 58.3 None 
PT ere 7 I 14.3 None 

Dh. dnttini nat denise bptasabbadsed 74 26 48.6 s¢ 





* Reeurtence after six years. 


Mayo Clinic, which give a more hopeful picture. While 
all except 1 of our group of patients had axillary 
metastases, 15.2 per cent of his did not have them. 
Sixty-one per cent of these patients who did not have 
metastases were still alive five years after operation. 
In view of Harrington’s experience it may be that our 
group of cases was a particularly unfortunate one and 
that radical mastectomy is justified in these patients, 
provided, of course, that the disease is locally operable. 

The relationship of the age of the patient to her 
chance of cure is a separate question, although again 
no doubt in some way dependent on physiologic differ- 
ences. There is a widely held impression that carcinoma 
of the breast is incurable in young women. ‘This is 
certainly incorrect. ‘Taylor ** showed that the disease 
indeed tends to be more malignant in youth, but in 
carcinomas of the breast of comparable extent and 
equal grade of malignancy, age alone does not affect 
curability. De Cholnoky ** collected reports of a total 
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of 73 cases in women under 30: The five year survival 
rate was 40.8 per cent. On the other hand, most observ- 
ers are agreed that in the aged, carcinoma of the breast 
usually progresses more slowly and is therefore more 
amenable to surgical attack. With modern surgical 
methods women in the seventies and eighties stand 
operation well, and although common sense may limit 
somewhat the extent of the operation, it is from every 
point of view preferable to radiation in patients in whom 
the disease is locally operable. 

In our study of operability, Dr. Stout and I also 
worked out the significance, in our data, not only of a 
whole series of single clinical signs of the local extent 
of carcinoma of the breast, but of combinations of these 
various clinical signs. It was found that very few 
patients who showed certain combinations of signs of 
advanced local disease were cured by radical mastec- 
tomy. For example, patients with even a_ limited 
amount of edema of the skin of the breast and solid 
fixation of the carcinoma to the chest wall were not 
cured. 

From all of these correlations we drew up the follow- 
ing rule for judging operability in carcinoma of the 
breast: Women of all age groups who are in good 
enough general condition to run the risk of major 
surgery should be treated by radical mastectomy, except 


Tasie 2.—Comparison of Results of Radical Mastectomy 


at the Vassac husetts General Hospital 
Percentage of 
Period 5 Year Cures 
11-1914 : ° 27 
107%. 1090 0 
wel mF 
124-10? 41 
127-1929 ‘ 
UW 108 ‘ . 14.5 
lv 41.4 
as follows: (1) when the carcinoma is one which 
developed during pregnancy or lactation; (2) when 


extensive edema of the skin over the breast is present; 
(3) when satellite nodules are present in the skin over 
the breast; (4) when intercostal or parasternal tumor 
nodules are present; (5) when there is edema of the 
arm; (6) when proved supraclavicular metastases are 
present; (7) when the carcinoma is the inflammatory 
type; (8) when distant metastases are demonstrated ; 
(9) when any two, or more, of the following signs of 
locally advanced carcinoma are present: (a) ulceration 
of the skin; (>) edema of the skin of limited extent 
(less than one third of the skin over the breast 
involved); (¢) solid fixation of the tumor to the chest 
wall; (d) axillary lymph nodes measuring 2.5 cm., or 
more, in transverse diameter, and proved to contain 
metastases by biopsy, and (¢) fixation of axillary lymph 
nodes to the skin or the deep structures of the axilla. 

If these criteria had actually been followed in judging 
operability in the six hundred and forty radical mastec- 
tomies in our case series, a total of 109 of the patients 
would not have been operated on. Yet the number 
of patients permanently cured would not have been 
decreased by a single one. 

We presented this rule for judging the operability 
of carcinoma of the breast not as an inflexible edict, 
but merely as a tentative guide drawn from the experi- 
ence of what actually happened in the Presbyterian 
Hospital series of cases. It is a pragmatic rule which 


was true for our hospital during the past generation. 
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We are already inclined to modify its first provision 
regarding the treatment of the disease in pregnancy or 
lactation. We suspect, however, that the rule as a 
whole will hold fairly true in the future, because when- 
ever we have violated it in deciding whether or not 
to perform radical mastectomy during recent years 
we have failed to cure the patient. 

Wells *° has applied our method of studying the 
correlation between clinical signs and end results to the 
data on carcinoma of the breast of the Hartford Hos- 
pital. His observations are almost identical with ours. 

Portmann *' has also worked out a series of criteria 
for determining operability which have been helpful in 
deciding the choice of treatment at the Cleveland Clinic. 
Although his criteria are less specific than ours, they 
also recognize the importance of edema of the skin 
and of fixation of the tumor to the chest wail and the 
hopelessness of the inflammatory type of carcinoma. 

At the Massachusetts General Hospital, Simmons 
and Taylor ** have given special attention to the proper 
selection of cases for operation, and have evolved the 
following rule: 

Carcinoma of the breast is operable when the disease ts 
confined to the breast, or to the breast and axilla. The primary 
tumor must be movable in relation to the chest wall, and must 
not present extensive skin involvement, skin metastasis, o1 
the subepidermal infiltration known as “inflammatory” carci 
noma. The axillary nodes must be movable in relation to tlx 
chest wall and great vessels, and these nodes must be few 
in number. There must be no evidence of disease in th: 
supraclavicular areas or in the opposit axilla, nor metastati 
disease in the lungs, pleura, liver, or skeleton. 


The experience at the Massachusetts General Hos- 
pital is of special importance as illustrating the remark 
able improvement in the results of radical mastectomy 
during the past generation that has resulted from more 
critical selection of cases for operation. When Green- 
ough ** began his study of the 1911 end results in 
cancer of the breast in that clinic he had the wisdom 
and foresight to draw up a well considered plan for 
classifying the cases and reporting the end results. This 
plan has been followed ever since at the Massachusetts 
General Hospital, with the result that the data on end 
results from this hospital, computed in a strict and 
uniform manner from 1911 to 1935, are the most com- 
plete and accurate available anywhere in the world. 
The five year cure rates in this series of cases are shown 
in table 2. 

Throughout all these years there has been no essential 
change in the technic of radical mastectomy at the 
Massachusetts General Hospital. Yet the rate of cure 
has almost doubled. Grantley Taylor, who carries on 
the work with carcinoma of the breast begun by Green- 
ough and Simmons, stated **: “We have narrowed our 
indications for operation very considerably and _ this 
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accounts largely for the apparent improvement in our 
end results.” 

It is understandable why the past generation of sur- 
geons, in trying to find out what the newly devised 
operation of radical mastectomy could accomplish, oper- 
ated on all patients irrespective of the stage of their 
disease. Today, however, enough has been learned 
about what can be accomplished with the operation 
to limit its use sharply. Careful selection of cases for 
radical mastectomy is not an indication of timidity on 
the part of the modern surgeon, but rather an index 
of the extent of his knowledge of carcinoma of the 
breast. The truth is that it is not only a waste of time 
and energy to perform radical mastectomy on patients 
whose disease is incurable: the operation probably 
spreads the disease and shortens life in these patients. 
This is a difficult point to prove statistically, but all 
surgeons who have operated on these far advanced 
cases have seen widespread generalized metastases 
develop soon afterward, just as if a shower of carcinoma 
emboli had been set free by the operation. This, of 
course, is what a surgeon should expect if Lis dissection 
is carried into or through carcinoma. The surgeon’s 
knife is a double-edged sword that can do harm as 
well as good. 

\ny plan for the selection of patierts for radical 
mastectomy should emphasize a careful preoperative 
search for distant metastases. This should include 
inquiry regarding back and leg pain signaling the 
presence of metastases in the spine or pelvis, and palpa- 
tion of the supraclavicular areas, the opposite breast 
and axilla, and the liver. Roentgenograms should be 
made of the chest, and at least of the skull, the shoulder 
girdle, the entire spine, the pelvis and the upper part 
of the femurs. Every now and then distant metastases 
will be found by these methods, even though the primary 
carcinoma in the breast remains small and entirely 
operable. Radiation is, of course, the proper treatment 
for these patients. 


RADICAL MASTECTOMY 


The next step in improving the surgical attack on 
carcinoma of the breast is to popularize the radical 
mastectomy. This operation, devised independently 
by two American surgeons, Halsted and Willy Meyer,”* 
a half century ago, has never been universally adopted. 
It is too extensive and tedious a dissection to win the 
approval of hasty or timid surgeons. The operation 
is not a difficult or dangerous one, but surgeons must 
helieve in it to be willing to devote the time and energy 
that its performance demands, and there have been 
too many unbelievers. 

Both Halsted and Willy Meyer changed and improved 
their technics as the operation evolved in their hands. 
They both soon came to emphasize four common prin- 
ciples: (1) excision of the skin over the whole breast, 
covering the defect which remains with a Thiersch graft 
when necessary; (2) excision of both pectoral muscles ; 
(3) a complete axillary dissection, and (4) removal 
of the excised tissues in one block. 

Since the operation is an extensive one, corbining 
a series of related regional dissections, it is only natural 
that many different technics for it have been devised. 

The adequacy of any special technic should be judged 
in terms of the fundamental attitude with which the 
surgeon plans and carries out his surgica! attack. First 
of all, he must be urwilling to compromise by limiting 








26. Cited by Haagensen.™ 


BREAST—HAAGENSEN 287 
stand a radical operation. Every single carcinoma cell 
must be removed if cure is to be achieved, and a thor- 
oughly radical operaticn offers the best chance of 
accomplishing this. Incomplete operations are unfor- 
tunately still widely done, and when they fail to cure, 
as they usually do, they discredit the surgical attack 
on the disease in the minds of both laymen and physi 
cians. 

The surgeon who performs radical mastectomy should 
know how to cut and how to manage thin skin flaps, as 
well as how to cover a defect on the chest wall with a 
skin graft. This ability frees him from the necessity 
of having to limit the amount of skin and subcutaneous 
tissue which he removes so that he can close the wound. 
He can disregard the problem of closure and think 
only of what needs to be sacrificed to cure the carci- 
noma. In some patients with large breasts skin graft- 
ing may not be required, but certainly when the breast 
is small and the patient herself not obese, a thoroughly 
radical operation will leave a defect on the chest wall 
which requires a skin graft. 

There are still surgeons who do not sacrifice the 
pectoralis minor muscle, although it is anatomically 
impossible to carry out a complete axillary dissection 
unless the muscle is sacrificed. Both Greenough ** and 
White ** showed that when this muscle is spared the 
rate of cure is lower. 

A second fundamental requirement of a surgeon who 
performs radical mastectomy is that he know how to 
operate gently and with good hemostasis. The late 
George Crile once classified surgeons as the carnivorous 
type who stretch, tear and crush the tissues, and the 
herbivorous type who dissect gently. There is no place 
where the latter type of technic pays better dividends 
than in radical mastectomy. In our microscopic studies 
we have often seen small emboli of carcinoma cells in 
the lymphatics of the breast and in the peripheral 
sinuses of lymph nodes. It is easily understood how 
such emboli can be set free by rough operating and 
escape into the venous blood stream or be implanted 
in the wound. 

Great care should therefore be taken not to press on 
or squeeze the breast and to avoid traction on it. All 
manipulations should be as gentle as possible. Exact 
hemostasis is required because without it the surgeon 
loses sight of fascial planes and misses important ana- 
tomic landmarks. In the dissection of the axilla perfect 
hemostasis and sharp dissection with knife and forceps 
are necessary if all lymph nodes are to be removed 
and the task accomplished without crushing them and 
perhaps smearing carcinoma cells throughout the area. 
White * has recently reported an example of the 
implantation of carcinoma cells in the donor area of 
a skin graft on the leg, illustrating the ease with which 
carcinoma cells can be implanted. 

There are of course a number of good technics for 
radical mastectomy based on the general principles 
which I have outlined. These have been evolved by 
the pupils of both Willy Meyer and Halsted. Halsted 
made a special effort to teach his residents to do the 
operation well. A number of them became heads af 
departments of surgery and their prestige helped to 
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make the operation known. In Boston, J. C. Warren 
adopted Willy Meyer's version of the operation at an 
early date, modified its technic and passed on his 
interest in it to Greenough, who perfected the method 
that has been used at the Massachusetts General Hos- 
pital for a long period of years. Grantley Taylor *° 
has published a complete description of the Greenough 
technic. 

In our own surgical attack on carcinoma of the breast 
we have followed the principle that the disease is such 
a formidable enemy, even when apparently confined 
within operable limits, that it is our duty to make our 
dissection as radical as possible. By this — mean that 
we remove as much tissue from the chest wall and axilla 
as we dare, without unreasonable danger to the patient's 
life or interference with thoracic and arm function. 
| have recently described my technic,*' which 1s based 
on the Halsted operation but includes many details 
derived from the technic of the late George H. Semken 
who was a pupil of the Willy Meyer school. 

In my operation the ‘skin incision is planned sole 
from the viewpoint of adequate local removal of the 
suspected tissues and not with any reference to closing 
the wound. We know that we can cover a detect of any 
size by skin grafting. 

Our skin flaps are much thinner than in the usual 
radical mastectomy because we know that it is neces- 
sary to make them very thin if the inclusion of breast 
tissue is to be avoided. The breast is derived embryo- 
from the skin glands and lies only a few 
millimeters below its surface. Surgeons should not 
delude themselves that they are removing all the breast 
tissue in the operative specimet. if their skin flaps are 
a centimeter or more in thickness. Our skin flaps 
include only the skin itself, with its dermal glands and 
small blood vessels, and the thin layer of fat and 
areolar tissue lying above the superficial layer of the 
superficial fascia. The dissection elevates the skin 
flaps from this delicate fascial layer, leaving behind the 
large thin-walled blood vessels and their accompanying 
lymphatics, as well as the breast tissue, which lie below 


ly 


logically 


the fascia. 

Another feature of our operation is that it is so 
planned as to avoid traction on the breast as it is being 
dissected from the chest wall or in the exposure of the 
axillary structures. As soon as the skin flaps have 
been dissected up and the attachment of the pectoralis 
major muscle to the arm and clavicle severed, this 
muscle together with the overlying breast and subcu- 
taneous tissue is dissected off of the chest wall, begin- 
ning at the midline. The whole specimen is allowed 
to fall laterally of its own weight. No traction on it 
is required. The surgeon’s access to the axilla is greatly 
facilitated by first removing the muscles and the breast 
from the chest wall. <A thorough axillary dissection 
is more easily carried out. 

In this axillary dissection we regularly sacrifice the 
subscapular vessels because this makes for a cleaner 
dissection of the subscapular region. In cases in which 
the axillary nodes are clinically involved we also sacri- 
fice the. thoracodorsal nerve, father than to preserve 
it and dissect it out from among the subscapular lymph 
nodes. 

We take great care not to use too much tension in 
closing the wound, because this leads to necrosis and 
poor wound healing, which in turn predispose to the 
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later development of edema of the arm. In the great 
majority of our cases a defect remains which we close 
with an immediate Thiersch graft. 

Our operation requires about five hours to perform. 
With good anesthesia—we use “pentothal sodium” and 
nitrous oxide—and proper care in the avoidance of 
shock, this is a perfectly safe operating time. 

We hasten to add that we have no final statistical 
proof that this ultraradical type of mastectomy gives 
a higher cure rate than other somewhat less radical 
technics. We are inclined to believe, however, that this 
kind of operation has some advantages as regards local 


recurrence. 
MASTECTOMY 


VOGUE OF LOCAI 

Krom time to time some doubting Thomas of a 
surgeon raises his voice in favor of local mastectomy 
as a substitute for radical mastectomy. The argument 
advanced is usually along the line that carcinoma of 
the breast that has metastasized to the axilla cannot be 
cured anyway and that mere removal of the breast 
will cure carcinoma limited to the mammary gland itself. 

The fact that radical mastectomy does cure an appre- 
ciable proportion of patients who have axillary metas- 
tases should be apparent to any one. Taylor and 
Wallace ** in their latest (1933-1935) report of the 
end results in the Massachusetts General Hospital 
series stated that five year cures were obtained in 
33.3 per cent of their patients with axillary involvement. 
About 60 per cent of all patients operated on have 
axillary metastases. The surgeon who does only a 
simple mastectomy wilfully forgoes the opportunity 
of five year cure in one third of these patients. 

Worse than this is the fact that in the remaining 
40 per cent of patients who do not have axillary metas- 
tases a simple mastectomy gives nowhere near as good 
a chance of cure as a radical mastectomy. In simple 
mastectomy the area of skin sacrificed is small, and 
the flaps are so thick that a good aeal of mammary 
tissue which may harbor carcinoma remains on them. 
The pectoralis major muscle is not removed. This 
muscle, or the fascia overlying it, is frequently involved 
by carcinoma when the lesion is situated deeply in the 
breast. 

Unfortunately, the vogue of simple :nastectomy which 
might be expected to wane in time as the advantages of 
thorough surgery become more widely known, has 
recently received a strong impetus from the University 
of Edinburgh. In this academic circle with a long 
tradition of sound medicine and good surgery Dr. R. 
McWhirter * has convinced his colleagues that simple 
mastectomy supplemented by postoperative radiotherapy 
gives results that are superior to radical mastectomy. 
His argument rests solely on the statistical evidence that 
the combination of simple mastectomy and radiotherapy 
has given a five year survival rate of 50.1 per cent, as 
compared with a survival rate of 44 per cent in an 
earlier series of cases in which treatment was by radical 
mastectomy alone. The weakness of his argument is 
apparent from the fact that in his series of cases in which 
treatment was by radical mastectomy alone the local 
recurrénce rate was 39 per cent. We know that such 
a high local recurrence rate means either that the 
cases are improperly selected for operat.on or that an 
insufficiently radical operation has been done—or both. 
McWhirter has not given the modern thoroughly radical 
operation a fair chance: it can give a five year cure 
rate higher than his five year survival rate. Moreover, 
all that we know of the effects of radiation on carcinoma 
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of the breast convinces us that most patients treated 
by simple mastectomy and postoperative radiation who 
survive will harbor viable carcinoma locked up in fibro- 
sis, which eventually will reappear locally. 


BILATERAL CARCINOMA OF THE BREAST 

The development of carcinoma in the second breast 
following a successful operation for carcinoma in one 
breast is a manifestation of the disease which requires 
special mention, if for no other reason than to empha- 
size the fact that this is not as unfavorable a complica- 
tion as might be supposed. We have seen a fair number 
of patients cured of their second carcinoma of the breast. 
Harrington,** who has reported the largest series of 
cases of bilateral disease, unfortunately failed to include 
survival rates following operation on the second breast, 
but he did state that the results may be very satisfactory. 
McWilliams “ collected instances of bilateral carcinoma 
of the breast and worked out a five year survival rate 
of 21.1 per cent following the operation on the second 
breast. When both breasts are involved simultaneously 
the prognosis is much poorer. 


In McWilliams’ series 32 per cent of the patients 
had their second tumor within a year after the first 
one. There can be no assurance, however, that the 


disease may not develop in the second breast at any 
time during the remaining life span of the patient; 
Harrington recorded 1 case in which twenty-eight 
years elapsed between the two carcinomas. In the 
follow-up examinations of patients who have had car- 
cinoma in one breast it is important always to examine 
the opposite breast with care, no matter how long a 
time has gone by since the disease originally appeared. 

McWilliams calculated that in 5 per cent of women 
who get carcinoma of the breast it develops in both 
breasts, the disease occurring consecutively in 4.7 per 
cent and simultaneously in 0.2 per cent. Our own 
impression is that the incidence of involvement of the 
second breast will be found to increase as the thorough- 
ness of the follow-up improves, and that it approximates 
10 per cent. Perhaps half of these cases are examples 
of secondary involvement of the opposite breast late in 
the course of the disease in patients in whom the opera- 
tion on the side originally involved failed to eradicate 
the disease locally. The internal mammary lymphatic 
pathway becomes blocked by metastases, and retro- 
grade permeation of the lymphatics crossing the midline 
carries the carcinoma into the second breast. This is 
a regular event in carcinoma en cuirasse. 

The important thing from the surgeon’s point of view 
is to know whether the carcinoma in the second breast 
is a metastasis or local extention from the carcinoma 
in the first breast, or whether it is an entirely new 
carcinoma. If it is the former, cure is impossible and 
palliative radiation only should be given; if it is the 
latter, a second radical mastectomy is indicated. This 
question is sometimes difficult to decide. The best 
guide is the absence of local recurrence on the operated 
side and of distant metastases. If these evidences are 
not found it is more than likely that the second carci- 
noma is a new one: at least it should be treated as such. 


LOCAL RECURRENCE 
Comparison of the results of radical mastectomy in 
different clinics in terms of the cure rates is hardly 
worth while, because of the variations in the com- 
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pleteness of follow-up and in the statistical methods 
used. One surgeon reports five year survivals, not 
knowing how many of his patients have recurrence or 
metastases, while another reports five year clinical cures, 
including only those patients who he knows have been 
well since operation. One surgeon in determining his 
survival rate arbitrarily excludes from his compilation 
a large group of what he calls “indeterminate” cases, 
amounting to 30 per cent of his total number of primary 
cases, and calculates his survival rate only on the 
remaining 70 per cent. This, of course, gives him a 
favorable survival rate as compared with that of the 
surgeon who follows the statistical method recom- 
mended by the League of Nations Cancer Commission *° 
and does not deduct a single case from the total number 
treated, every patient whose treatment was incomplete, 
or who died of intercurrent disease, or who was lost 
track of being counted as a failure. The League of 
Nations Commission to which I refer was a group 
of gynecologists who in 1929 drew up a comprehensive 
plan for the classification of the different forms of 
uterine cancer and laid down strict standards for the 
computation of the end results. This statistical method 
has been generally adopted in all the large gynecologic 
cancer clinics in Europe and America with the result 
that today truly comparable data regarding the different 
methods of treatment of uterine cancer are available. 
There is a great need of transposing these same methods 
for use in reporting the results of the treatment of 
carcinoma of the breast. 

In weighing the results of radical mastectomy it 
night be argued that the surgeon cannot be held respon- 
sible for failure when the patient succumbs to distant 
metastases which gave no evidence of being present 
before operation. Our present methods of clinical 
investigation are simply not good enough to detect these 
latent distant metastases which are the cause of death 
in the overwhelming majority of patients who are not 
cured by radical mastectomy. In most of these unfor- 
tunate patients metastasis probably takes place some 
time before they come for treatment, rather than during 
operation. The surgeon innocently goes ahead with 
futile radical mastectomy because he has no way of 
knowing that the disease has already spread far beyon:| 
his reach. 

The surgeon certainly is accountable, however, for 
local recurrence in the field of operation—that is, on 
the chest wall or in the axilla. Reappearance of the 
carcinoma here means either that he wrongly chose 
to operate, for radical mastectomy should not . be 
attempted when the local disease is beyond cure, or that 
he did an inadequate operation. 

Sometimes the former factor and sometimes the latter 
factor explains the high incidence of local recurrence. 
Rienhoff has stated that in Halsted’s time, and indeed 
for long afterward at Johns Hopkins Hospital, no 
attempt to select operable cases was made—all were 
operated on. This is no doubt the main reason whiy 
Halsted’s local recurrence rate was 31.9 per cent. Rien- 
hoff ** in 1932 reported that in a further series of cases 
at the Johns Hopkins Hospital the local recurrence 
rate rose to 39.7 per cent when the operative technic 
was changed only to the extent of removing less skin 
to allow plastic closure of the wound. Here the second 
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factor of a less radical operation would appear to have 
played a part. 

Since Halsted’s day a beginning attempt to select 
curable cases for operation has cut down the incidence 
of local recurrence somewhat in many clinics. Yet 
it has been our personal experience from studying the 
end results of radical mastectomy in the records of 
several hospitals that the more complete the follow-up 
data the higher the local recurrence rate will be found 
to be and that it is usually found to be distressingly 
high unless rigorous criteria of operability are followed 
in selecting the cases for operation. In the Presbyterian 
Hospital ™* series of (1915-34) in which no 
definite plan of selection was followed, the local recur- 
rence rate was 22.8 per cent. White,** who has been 
specially interested in the problem of local recurrence, 
reported an almost identical local recurrence rate of 
22.6 per cent at the Roosevelt Hospital. 


Cases 


The surgeons who have succeeded in reducing the 
local recurrence rate materially below this level have 
selection of their cases for 
operation, aided to extent by the thoroughness 
of their operative attack. Taylor and Wallace *** at the 
Massachusetts General Hospital, where well defined 
criteria of operability have been developed, report local 
recurrence in 11 per cent of the cases in their latest 
In my personal series 


accomplished it by strict 
some 


(1933-35) study of end results. 
of cases at the Presbyterian Hospital in which careful 
selection has been made of cases for operation on the 
basis of the criteria listed, and most of the operations 
performed by the there was local 
recurrence in 12.5 per cent of the patients. 

In tabulating the incidence of local recurrence in our 
series of cases we have been careful to include every 
case in which the disease reappeared in any form on 
the chest wall or in the axilla on the operated side. 
lhe distressing parasternal recurrences, which appear 


resident 


surgeons, 


from the depths of the intercostal spaces close to the 
sternal edge and grow outward forming a firm poorly 
circumscril beneath the skin, are included. 
hese are not skin recurrences at all, but apparently 
develop from carcinoma emboli in the intercostal lym- 
phatics at the point where they perforate the chest wall 


ed Mass 


accompanying the perforating vessels, or as the result 
of retrograde growth of metastases in the internal mam- 
mary lymph nodes. If this is the correct explanation 
of this type of local recurrence the thoroughness of the 
operation can have little bearing on its frequency, for 
no surgeon attempts to excise the intercostal tissues. 
In patients with such carcinoma emboli in lymphatics 
running in fascial planes and accompanying vessels at 
the periphery of the operative field it would seem logical 
to expect that some of the emboli would have escaped 
beyond the operative field. Clinical experience supports 
this supposition, for patients in whom these parasternal 
recurrences develop invariably prove to have distant 
metastases. 

The surgeon may not be blamable for parasternal 
recurrences, but he cannot escape responsibility for the 
button-like recurrent skin nodules which are apt to 
appear along the scar line when an inadequate area 
of skin is removed. These develop, beyond all doubt, 
from carcinoma cells implanted by the surgeon’s instru- 
ments as he manipulates or sutures the edges of the 
wound. The cases in which: such recurrences appear 
are usually ones in which it is apparent that the opera- 
tion was not truly a radical mastectomy at all, but a 
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sort of glorified local excision of the carcinoma. This 
kind of surgery is reminiscent of the surgical methods 
in Billroth’s time, seventy-five years ago. He had &2 
per cent of local recurrences. 

The great majority of local recurrences appear within 
the first three years after operation, and a patient who 
reaches the five year mark is fairly safe from this 
hazard. In rare instances local recurrence appears 
many years after operation: Woolsey * collected 
reports of a series of such late local recurrences includ- 
ing 1 instance in which the disease recurred locally after 
twenty-five years. 


PALLIATION WITH RADIOTHERAPY 

When the surgeon decides, after careful study of his 
patient, that her carcinoma of the breast is locally inoper- 
able he may send her to a radiotherapeutist for palliative 
radiation. With suitable treatment the local lesion can 
be controlled for a varying period of time—in many 
instances until the distant metastases get beyond con- 
trol. Lenz ** has been treating inoperable carcinomas 
of the breast with ever increasing amounts of roentgen 
rays, and has achieved striking palliation with these 
larger doses. The tumor of the breast is treated through 
five portals, and receives a tumor dose of 6,000 r or 
more. The axillary nodes receive a similar dose through 
three portals. Such large amounts of radiation can be 
administered safely only in small daily doses of 100 r 
to each of two or three fields. Ten patients among 
a total of 31 that Lenz has treated by this method have 
survived from seven to ten years. The morbidity 
of this therapy is considerable, and Lenz has empha- 
sized that it should be reserved for inoperable cases, 
surgery being preferable in operable cases. 

Carcinoma of the breast metastasizes very widely. 
In Warren and Witham’s *° series of 162 autopsies 
in cases of carcinoma of the breast there were only 
& cases in which metastases were not found, while in 
each of the remainder an average of five organs or 
tissues were involved. The sites of metastasis im their 
relative order of frequency were: 


Distant lymph nodes 116 
Lung ; 94 
Liver . erdeeeios ; Sewer . 88 
Bone , on . bandas _ 69 
SM ccc. 7 has i.'eu 61 
Pleura chee , 56 
Adrenal gland - 
Spleen .... dotian ade ut obes ose ge os - 23 
21 


Peritoneum 


Radiation is useless in some of these forms of meta- 
static carcinoma of the breast, particularly those in the 
abdominal viscera—the liver, spleen and peritoneum. 
Irradiation of widespread pulmonary metastases is not 
worth while, but if the metastases are limited to one 
relatively small area in the periphery of one lobe where 
a tumor dose of as much as 2,000 r can be given, 
temporary palliation may be obtained. In pleural metas- 
tasis temporary palliation occasionally results. Meta- 
static carcinoma in the brain or spinal cord, as Lenz 
and Freid pointed out, is usually secondary to advanced 
involvement of the skull or vertebrae, and at this stage 
radiation is of little help. Metastatic nodules in the 
skin usually regress promptly with acequate radiation. 
The disease can be held in check in the supraclavicular 
lymph nodes in most cases. The distressing symptoms 
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due to increased mediastinal pressure from metastases 
in mediastinal lymph nodes can be relieved temporarily. 

Radiation finds its greatest usefulness in palliation of 
the pain caused by metastases in bone. The control of 
this symptom is one of the most important problems 
in carcinoma of the breast, for these lesions in bone often 
progress slowly and cause great distress. 

The lumbar vertebrae and pelvic bones are the com- 
monest sites of bone metastasis, perhaps because in 
these bones the wide sinusoids of the marrow spaces 
are a good harbor for emboli in the blood stream. Lenz 
and Freid *' reported the anatomic distribution of the 
bone metastases in 81 autopsied cases as follows: 


Percentage 


Site f Cases 
Pelvic bones. . enone ene a — 62 
i onc simi dens joe ttantéseneenewe re 
OER re ee eee 58 
Ne ee Se ee ee eee 56 
Ee wihaee ss WYTTTiTiTi. Tr? Te ee 59 
See inn eehe een vdewalls ; 13 
NE « we wen nbidae dd boene eee endusene ‘ ‘one 
BD. ¢ sts dub bekhat es ehekesbinernaan oe 57 
PT eT ere Pere eer rat 38 
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Pain in the back or pain radiating down the thigh 
in a patient who has had carcinoma of the breast should 
at once suggest the presence of metastases in the spine 
or pelvic bones. The pain is at first not severe and is 
usually felt when the patient gets up from bed or from 
a chair, or when she jars her spine as in missing her 
step. For a while a continues to be perfectly com- 
fortable when she lies quietly in bed. The discomfort 
on motion steadily increases, however, until the patient 
finds it impossible to get about. 

The pain caused by these metastases in the vertebrae 
is probably due, at least in the beginning, to increased 
pressure or tension on the periosteum of the vertebrae 
rather than to direct involvement of the posterior nerve 
roots themselves. The pain is referred to the segment 
of the trunk or leg corresponding to the particular pos- 
terior roots which supply the periosteum of the involved 
hones. Thus metastases in the lumbar vertebrae may 
cause pain radiating down the leg in the distribution 
of the sciatic nerve. 

For some inexplicable reason bone metastases are 
painless in certain few patients. Their bones may be 
riddled with disease before its existence is discovered, 
sometimes as the result of a pathologic fracture. 

In a good many instances local tenderness develops 
over bones containing metastases. This is particularly 
true of rib metastases. Sensitiveness to sharp percus- 
sion is often present over involved vertebrae. 

Pain is an indication for roentgen examination of 
the skeleton in a patient who has had carcinoma of the 
breast. If the clinical observations are sufficiently sug- 
gestive roentgen treatment should be started, even 
though the roentgen examination fails to show definite 
metastases. Patients with metastasis have often been 
condemned to suffer for months because clinicians relied 
on the roentgen observations rather than on sound 
clinical judgment. The difficulty of distinguishing early 
roentgenographic changes due to metastases from those 
of arthritis is too great to give the roentgen evidence 





Lenz. M., and Freid, J. R.: Metastases to the Skeleton, Brain 
and. Spinal Cord from Cancer of the Breast and the Effect of Radiotherapy, 
. Surg. 93: 278, 1931. 
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much weight. Moreover, as Lenz and Freid*' have 
pointed out, pain may precede the demonstrable roent- 
gen changes by as long as twelve months. 

In the great majority of patients with bone metas- 
tases roentgen treatment gives definite relief of pain. 
In some the relief lasts only a few months, but in 
others it may last two or three years, the patient being 
restored to a relatively normal life meanwhile. Since 
further radiation is eventually required in most cases 
it is wise to give only a moderate amount the first time. 
Of course when only one small area is involved, 
for instance a single vertebra, a larger dosc is justified. 

The bone lesions thus treated show a varying degree 
of sclerosis. When the metastasis is limited to a single 
collapsed vertebra it may calcify in a truly remarkable 


way. Pathologic fracture of long bones, however, usu- 
ally do not unite. 
It is important to give the bone lesions rest and 


support during radiation and for some time following 
the completion of the treatment, in order to give an 
opportunity for fibrosis and recalcification. With metas- 
tasis in the spine this is best achieved with bed rest 
for a month or so and the wearing of a brace for a 
time afterward. Unfortunately many patients have to 
drag themselves in and out of the clinic as outpatients 
while receiving their radiation because they cannot 
afford hospitalization. 


HORMONAL PALLIATION 
The last few years have seen the evolution of a new 
method of influencing the course of carcinoma of the 
breast by changing the hormonal balance in the patient. 
It was begun by the Glasgow surgeon Beatson.*? The 
observation that mammary function is dependent on 
ovarian influences both in animals and human beings 
prompted him in 1896 to try the effects of oophorectomy 
in women with cancer of the breast. He was impressed 
by occasional striking palliation from the procedure. 
The operation was taken up by several English sur- 
geons, with the result that by 1905 Mr. H. Lett ** was 
able to collect reports of results in 99 inoperable cases 
of carcinoma of tlfe breast. Seventy-five of these 
patients were under 50 years of age. In this group 
29.3 per cent were reported to have shown considerable 
though temporary improvement, chiefly of superficial 
lesions. 
3eatson himself, reporting his further experiences 
with the operation in 1911,** was less enthusiastic. He 
had narrowed the indications for the operation down 
to a comparatively small group of patients who had not 
reached the menopause and whose disease was not acute. 
In these the favorable effects were temporary and 
chiefly concerned cutaneous and subcutaneous nodules. 
The majority of surgeons remained unconvinced 
the value of oophorectomy in carcinoma of the breast, 
and in the enthusiasm for radiation treatment which 
came onto the scene during the next decade, Beatson’s 
operation was given up. 
The idea was revived 
Wintz at Erlangen and oy 
suppressed ovarian function by irradiation. 


again in the early 1920's by 
“Ahlbom in Stockholm, who 
Wintz *° 





42. Beatson. G. T.: On the Treatment of Inoperable Cases of Carcinoma 
of the Mamma, Lancet 2: 104 and 162, 1896. 

43. Lett, H.: An Analysis of Ninety-Nine Cases of Inoperable Carci- 
noma of the Breast Treated by Oophorectomy, Lancet. 1: 227, 1905. 

44. Beatson, G. T.: The Treatment of Inoperable Carcinoma of the 
Female Mamma, Glasgow M. J. 76:81, 1911. 

45. Wintz, H.: Die Réntgenbehandlung des Mammakarzinoms, in 
Meyer, H.: — der es eam Berlin, Urban & Schwarzen- 
berg, 1929, vol. 
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claimed good results, but Ahlbom * was unable to find 
any definite proof of the value of the treatment when 
he surveyed his results in 1930. The method was taken 
up in Boston by Dresser,** and case series begun both 
at the Pondville State Hospital and at the Collis P. 
Huntington Memorial Hospital. Grantley ‘taylor ** has 
recently reviewed the experience and concluded that 
artificial menopause induced by radiation in patients 
with inoperable or recurrent carcinoma of the breast 
has a definite palliative effect in about one third. Bone 
metastases respond best. In a series of 47 cases of 
operable carcinoma of the breast in younger women, 
in whom artificial menopause was induced as a prophy- 
lactic measure, Taylor found no increase in the survival 
rate 

In the meanwhile a good deal of experimental evi- 
dence has accumulated showing the complexity of the 
relationships of hormones to carcinoma of the breast.* 
he administration of certain ovarian and _ testicular 
hormones for carcinoma of the breast has recently been 
tried extensively. Adair and Herrmann reported 
highly favorable results with large doses of testosterone 
propionate In interpreting these effects it must be 
kept in mind that the administration of large doses of 
indrogen suppresses ovarian function in a manner some- 
what comparable to castration by surgery or radiation. 
strozgens were given therapeutically by a number ot 
english physicians who, in 1944, reported § striking 
palliation in occasional patients. Nathanson has recently 
described similar results, emphasizing that the favorable 
effects are limited to old women; in younger women 
the hormone stimulates carcinoma of the breast. 

Enough time has not yet gone by to permit critical 
evaluation of the usefulness of this new hormonal 
therapy. Its indiscriminate use is doing a good deal 
of harm. The disadvantages of androgen therapy in 
women have not been stressed. Physicians should real- 
ize that doses of 100 mg. given intram -scularly twice 
a week, as have been recommended, will lower the pitch 
of the voice, produce a profuse growth of hair on the 
face, coarsen the skin and change the facial expression, 
and produce disturbing erotic symptoms. It is also 
worth mentioning that testosterone’ propionate is a very 
expensive product 

Although androgen treatment will relieve pain due 
to bone metastases in at least one third of the patients, 
and will make most of them feel better generally, in 
the great majority of cases it has little or no effect on 
the progress of the bone lesions themselves. In patients 
having maximal doses of androgen continuously for 
more than a year and who did not receive any radiation 
treatment for the bone metastases, we have watched 
the steady growth of the areas of bone destruction, 
although the patients were free of pain. We have not 
seen any benefit to visceral metastases from androgen 
treatment. 

These facts have led us to prefer radiation to andro- 
gen treatment whenever the bone lesions are sufficiently 
localived to make radiation practicable. It is a surer 
method of temporarily checking the progress of the bone 


Roentgen Rays as an Auxiliary Treat- 
Radiumhemmet, Stock- 
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lesions, and it has fewer unpleasant concomitant effects. 
We reserve the androgen treatment for patients in 
whom radiation has failed or in whom the bone metas- 
tases are generalized. 

SUMMARY 

Carcinoma of the breast remains the most important 
cancer problem, not only because it is by far the most 
frequent form of cancer, but because it is one of the 
most favorable types of the disease when promptly 
diagnosed and well treated. Radiation has failed to 
cure, although it remains an important means of pallia- 
tion. When cases have been selected according to 
proper criteria of operability more than 50 per cent 
of five year cures can be obtained. 

-fforts should be concentrated on educating women 
to detect their own tumors of the breast and to go 
promptly to a physician, and in educating physicians to 
use the knowledge we have available today in a way 
that will provide the best possible diagnosis and 
treatment. 


Clinical Notes, Suggestions and 
New Instruments , 


AQUEOUS PENICILLIN THERAPY FOR 
PNEUMOCCCCIC PNEUMONIA 


Injections at Twelve Hour Intervals 


ALISON HOWE PRICE, M.D. 


Philadelphia 


The custom of injecting aqueous solution of penicillin intra 
muscularly or intravenously, or of giving it orally, at short 
intervals of three or four hours is based on the fact that the 
amount of penicillin in the blood rises and falls rapidly after 
its administration. It is believed that closely spaced dosage 
is necessary to maintain a constant bacteriostatic or bactericidal 
amount of penicillin in the blood to control infection. To 
avoid the need for rapidly repeated injections, which cause dis 
comfort, disturb sleep and burden the nursing service, methods 
of injecting pemcillin in various slowly absorbed matrixes were 
developed with the view to providing a continuous slow release 
of penicillin into the blood and the maintenance of a constant 
large amount therein. Unfortunately, injections of this kind 
often cause pain, unpleasant reactions and at times sterile 
abscesses and are costly. 

It is questionable whether the amount of penicillin in the 
blood is of more importance than the amount in the tissues 
and interstitial fluid in the control of pneumococcic pneumonia 
The latter would seem to be more essential. Penicillin accumu- 
lates in large amount in the lungs of dogs.1. The amount of 
penicillin in tissue is, of course, dependent on the amount car- 
ried to it by the blood, but it is reasonable to assume that the 
amount in the tissues rises more slowly and persists longer. 
The retention of penicillin in tissue or tissue fluids after a single 
injection is indicated by its excretion in the urine long after 
the amount in the blood has become so low that it can no longer 
be demonstrated.2 Based on this reasoning, experimental ther- 
apy was conducted in patients with pneumococcic pneumonia 
by injecting penicillin in aqueous solution, intramuscularly or 
intravenously, in amount of 200,000 units as an initial dose 
and 100,000 units every twelve hours. 

Between September 1945 and September 1947, 65 patients 
with lobar pneumonia (table 1) were treated with aqueous 
penicillin injected twice daily. Up to March 1946, of 36 
patients, 16 were treated in the customary manner with 25,000 
units every three or four hours, and 20 received the larger 





From the Jefferson Medical College and Hospital, Philadelphia. 

1. Struble, G. C., and Bellows, J. G.: Studies on the Distribution of 
Penicillin in the Eye, J. A. M. A. 125: 685 (July 8) 1944. 

2. Abraham, E. P., and others: Further Observations on Penicillin, 
Lancet 2: 177, 1941. 
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injections twice a day. After this time all patients with 
pneumococcic infections admitted to the ward service were 
treated twice daily, with an initial intravenous injection of 
209,000 units of penicillin in aqueous solution and 100,000 or 
200,000 units intramuscularly every twelve hours. The clinical 
response was as favorable in the 65 patients treated only twice 
daily as in patients treated at short intervals. 

The temperature usually fell to normal after twenty hours 
of therapy; there were no relapses or focal localizations. 
However, 1 patient presented a large sterile pleural effusion. 
The mortality rate in these unselected patients, as compared 
with a group treated every four hours during the day but 
given no penicillin during the night,’ is shown in table 2. 


TaBLe 1—Summary of Data: Distribution of Patients, 1 ype 
Pneumococcus, Number of Lobes Involved and Deaths 





No. of Lobes 
Involved 


———— 


No. of 


Type of Poeumococcus Paticnts l 2 3 Deaths 
See ' ogneheseennes ne 7 5 2 0 
Diikhnasccotuntakabunte’ - 10 8 2 0 mn 

IIl.. iespaeanees 13 10 3 0 1 
aes onedebanee 3 3 0 0 
Wit cdbhsuskkts gbedeaenecee 2 2 0 0 
Vabensewnns he depeneekahees 6 4 2 0 

Weinackshhut sdbedesddouneh vee 3 3 0 0 

GORGT Bes 0 oc ccs scecctee es 15 12 3 0 2 

Unclassified............. is tei 6 6 0 0 

Ps) ) 12 0 3 





Taste 2.—Mortality Rate of Present Series Compared with 
Patients Treated Every Three Hours During the Day 
and Given No Penicillin During the Night 


No. of 

Patients Deaths Pereentage 
Present series.... wheaen een ébbus 65 3 4.6 
T Nett, MeCormack and Camb-er*........ 110 s 7.2 





CONCLUSION 

Patients with pneumococcic pneumonia who received injec- 
tions twice daily with large doses of penicillin in aqueous 
solution responded as favorably to treatment as those receiving 
the same total dosage given at more frequent intervals. Injec- 
tions at twelve hour intervals have the advantage of permitting 
undisturbed sleep, fewer needle pricks and a saving of nursing 
time. Aqueous solution of penicillin causes fewer unpleasant 
reactions, is less difficult to administer and is less expensive 
than penicillin specially prepared for slow absorption. 


3. Tillett, W. S.; McCormack, J. E., and Cambier, M. J.: The Treat- 
ment of Lobar Pneumonia with Penicillin, J. Clin. Investigation 24: 589, 
1945. 





“The Royal Disease.”—During the last ten years several 
scientists (Gunn, and Haldane, etc.) have tried to trace back 
to its origin the abnormal gene exhibited in the Russian and 
the Spanish royal families, and in several other princely 
families in Europe. As far as existing evidence is conclusive, 
Queen Victoria of England was the first carrier of the morbid 
gene. Ten of Victoria’s male descendants have suffered from 
hemophilia and seven of her female descendants have been 
proved to be carriers of the gene. The question arises 
from where and how Queen Victoria acquired the fateful gene 
of hemophilia. A definite answer to this question will be diffi- 
cult if not impossible. Haldane suggests an alternative 
possibility that the gene for hemophilia may have originated 
by mutation in Queen Victoria herself. Such instances of 
spontaneous mutation are well known in animals and plants, 
and Haldane is convinced that the hemophilia locus mutates 
rather frequently in human beings—Hugo Iltis, Mendel 
Museum, Fredericksburg, Va., The Journal of Heredity, April 
1948. 
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Council on Physical Medicine 


The Council on Physical Medicine has authorised publication 
of the following reports. Howarp A. Carter, Secretary. 


ACOUSTICON HEARING AID, MODEL A-100, 
ACCEPTABLE 


Manufacturer: Dictograph Products, Inc., 580 Fifth Avenue, 


New York 19. 
The Acousticon Model A-100 is an “all-in-one” wearable 
hearing aid. The case contains microphone, amplifier and 


batteries. A radio pickup, provided as an accessory, plugs in 
along one side of the case. Without this attachment, the out- 
sice dimensions of the instrument are 122 by 64 by 22 mm. 
(41% by 2% by % inches) exclu- 
sive of the clothing clip. A wheel 
type on-off switch combined with 
gain control is at the top near one 
corner. The off position is marked, 
but has no snap to indicate off by 
touch. The four position slide top 
tone control is located at one edge 
close to the same corner as the gain 
control. The receiver cord inserts at 
the top of the instrument. 

The lower half of the back opens 
to expose the battery compartment. 
The A battery is of the mercury 
type; the B battery is a 22.5 volt 
zinc-carbon type. The power consumption of the A battery, 
1.3 volts, is 40 milliamperes, and the drain of the B battery, 
22.5 volts at volume control three-fourths on, is 0.85 milli- 
ampere. With batteries, but without cord, receiver and radio 
attachment, the instrument weighs 213 Gm. (7% ounces); with 
the radio attachment it weighs 243 Gm. (8% ounces). 

The following data were obtained in a performance test by 
an independent laboratory : 





Model 


A-100 


Acousticon 


Articulation Scores 


Acoustic Acousticon Reference 

Subject Gain Model A-100 Instrument Difference 
d 77% 80% 3% 
B 41 db. 45% 65% 20% 
¢ 47 db. 


One of the other receivers of the Acousticon line might have 
given a better articulation score for this subject, but the com- 
plete line of receivers was not available for test.. Furthermore, 
it was impractical to test this subject with all possible combi- 
nations of receivers, tone control settings and microphones. 
There are nine different receivers available. 

The acoustic gain was found to meet the Council's published 
minimum requirements. Some of the volunteer subjects were 
especially interested in the radio attachment. 

The Council on Physical Medicine voted to include the 
Accusticon Hearing Aid, Model A-100, in its list of accepted 
devices. 


SUPER-FONIC HEARING AID ACCEPTABLE 
Manufacturer: American Sound Products, Inc., 2454 S. 
Michigan Avenue, Chicago 16. 

The Super-Fonic Hearing Aid is a 
plastic-cased, self contained hearing aid, 
with the battery compartment at the lower 
end of the case. A bottom-hinged full 
height back cover gives access to the 
batteries and another plastic case enclos- 
ing the amplifier. Either of two brush- 
crystal type receivers can be used, each 
with a plastic-covered cord for connec- 
tions to the amplifier. 

Two wheel type control knobs are placed 
at the top of the case. One is a volume regulator, and the other 
a four position tone selector, one position being “off.” The 
design of the case for pocket size eliminates the need of a 


clothing clip. 





Super-Fonic Hear- 
ing Aid. 
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73 by (2% by 234 by 
170 Gm. (6 The A 
attery is of the type, 1.3 volts, and the B battery 
carbon ty] The A battery drain is 60 


4 
res and the B battery is 0.36 milliampere when quiet, 


The dimensions are 70 by 32 mm 
and the 
mercury 
30 volts 


144 inches) weight is ounces ) 


tre Zine 


MNT Lamps 


1.55 milliampere when the instrument is “squealing.” 

stical Gat Measurements were made of the acoustical 
ga in decibels (sound pressure in 2 cc. coupler in decibels 
hove sound pressure at microphone with microphone set in 
40 by 40 cm. baffle) with the input level held at 0.02 dyne 


The following tabulations give the results in decibels for the 


large receiver, with volume control full on, for two settings 
e tone control at each of seven different frequencies : 

} nev $6 65512 1.024 2,048 2,250 3,100 4,096 

I l t ee 38 49 64 49 51 50 47 

oh 304d] 56 33 35 29 25 

For the small receiver, with the volume control full on, the 

lowing results in decibels were obtained: 

F reque y 56 512 1,024 1,890 2,250 3,100 4,096 

I dot 6 42 45 55 48 49 37 

Below are approximate ‘values of maximum sound pressure 


levels, at three frequencies, set up in the 2 cc. 


for full and tone setting at one dot: 


coupler with 


volume set gain 


Frequency Input Level Maximum Output Level 


600 cycles 60 db 110 db 

1,024 cycles 65 db 123 db 

048 cycles 60 db 104 db 
Intelligibility tests (random words) were made with a 


person of normal hearing seated inside a booth giving about 30 
The speaking person was outside 
Score made under 


decibels in sound reduction. 
the booth using a normal speaking voice. 
these conditions was 30 per cent 

The Council on Physical Medicine voted to 
Super-Fonic Hearing Aid in its list of accepted devices. 


include the 


TELEX MODEL No. 97 HEARING AID 
ACCEPTABLE 

Manufacture Telex, Inc., Telex Park, Minneapolis 1, 

Minnesota 

The Telex Model 97 is a three tube air-conduction hearing 
aid with the batteries contained in the amplifier case. The 
case is constructed of flesh-colored plastic material. A side- 
back gives access to the battery 
compartments and tubes. The magnetic 
type receiver is connected to the top of 
the amplifier case by means of a light 
plastic-covered cord which has dual pin 
plugs at each end. 

A single wheel type control is at the top 
f the case and is set at right angles to the 
axis of the This control is a 
combination of “on-off” switch and volume 
control. Alongside this control is a two 
position tone control lever or switch; posi- 
tion 1 gives wide range response and 
position 2 gives attenuated low frequency 
response. An attachment clip is fastened 
to the back of the amplifier case. 

With batteries, the instrument weighed 
174 Gm. (6% ounces) ; it measured 111 by 59 by 23 mm. (4% by 
246 by 2%e2 inches). For the A battery it requires a 1.3 volt 
mercury type of cell; the B battery, of the zinc-carbon type, 
is 22% volts. The power consumption was measured in an 
independent laboratory and was found to be 48 milliamperes 
for the A battery at 1.25 volts and 0.36 milliampere for the 
B battery at 21 volts. 

Acoustical gains were also measured at six frequencies and 
two positions of the tone control, with the volume control set for 


length cover 


hinged full 


long case. 





Telex Model 97 
Hearing Aid 





maximum gain. The results are’ here tabulated: 
Frequencies 
= —_ SSE ~ 
Tone Control 250 5048 1,000 2,000 3,000 4,000 cycles 
ll} ee 48 52 56 52 BY 25 db. 


Position 2.. sodivets an 43 51 SO M 25 db. 
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The acoustical gain for speech was measured with the help 
of two hard of hearing persons, each an experienced user of 
These subjects had about 60 decibels loss of 
hearing for speech, and the impairment was predominantly 
of the middle ear type, which obtains best results with hearing 
Each was studied in a sound-proof room with a high 
quality sound amplification system (speech audiometer), and 
the performance with the hearing aid was compared with the 
performance without. The difference, the wide range tone 
control being used, was 50 decibels. (This amount of gain 
cannot be anticipated by persons with inner ear impairments). 
The Council on Physical Medicine voted to include the 
Telex Model 97 Hearing Aid in its list of accepted devices. 


hearing aids 


aids 


AUREX HEARING AID, MODEL FP, 
ACCEPTABLE 


Aurex Corporation, 1117 North Franklin 


Manufacturer : 
Street, Chicago 10. 

This is a plastic-cased, self-contained hearing aid, with the 
battery compartment at the lower half of the case. A snap 
gives the bat- 
teries. The crystal receiver has 
the Aurex trademark and is 
connected to the amplifier by a 
plastic covered cord (plugs at 
both ends) 


cover access to 


One sliding type control on 
the side of the case serves as a 
switch and volume control. A 
rotary fan-type shutter may be 
turned from the center of the 
grill to close the microphone 
openings and serves as a partial 
tone control 





Aurex Model F Hearing Aid. 


Dimensions and W eight 


Dimensions : 130 by 60 by 22 mm. (5% by 2% by 7% inch). 
Weight: Approximately 198 Gm. (7 ounces). 
Voltage Current 
BB 296. Cee eisancs wens 1.4 volts 40 = milliamperes 
B 22 volts (Quiet)...22 volts 0.4 milliampere 
(Squealing)...22 volts 0.5 milliampere 


Acoustical Gain 

Measurements were made of the acoustical gain of the instru- 
ment in decibels. This is the decibel difference in sound pres- 
sure between the pressure at the face of the microphone opening 
(with instrument set in 16 by 8 inch, 40.6 by 20.3 cm., baffle) 
and the sound pressure produced by the receiver in a 2 cc. 
coupler. The microphone sound pressure was held at a level 
of 40 decibels over 0.0002 dyne per square centimeter. Typical 
results, obtained with the volume control full on, for two settings 
of the tone control at each of seven different frequencies, are 
here tabulated : 


Frequencies 256 512 1,024 1,200 2,250 3,100 4,096 cycles 
Tone-Control 

Shutter open 50 58 61 69 57 52 40 db. 
Shutter closed 45 55 56 62 42 43 33 db. 


Maximum Output Pressure 

Measurements were made of the approximate maximum sound 
pressure the instrument would produce in the 2 cc. coupler with 
the instrument set for full gain and with shutters open. Levels 
are in decibels relative to 0.0002 dyne per square centimeter. 


Frequency Input Level Maximum Output Level 
600 cycles 55 db. 110 db. 

1,024 cycles 60 db. 117 db. 

1,200 cycles 60 db. 120 db. 

2,048 cycles 55 db. 102 db. 


Intelligibility Tests 

Intelligibility tests (random words) were made with a person 
of normal hearing seated inside a booth giving about a 30 decibel 
sound reduction. The speaking person was outside the booth 
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using a normal tone of voice. The score made under these 
critical conditions was 62 per cent. 
The Council on Physical Medicine voted to include the Aurex 


Hearing Aid, Model F, in its list of accepted devices. 


NATIONAL HEARING AIDS STANDARD 
MODEL (T), STAR MODEL (S) 
AND CUB MODEL (C) 
ACCEPTABLE 


Manufacturer: National Hearing Aid 
South Hill Street, Los Angeles 14. 

These three hearing aids are all self-contained metal-cased 
instruments with a battery compartment in the lower half of 
the case. The crystal receiver connects by a 2-conductor cord 
with plugs at both ends. There are two wheel-type controls on 
top of the case. One is the volume control; the other is a 
combination switch and tone control. Wearing clips on the 
front of the case are placed to keep the microphone opening 
above the edge of the pocket. 

Specimens of the Standard, Star, and Cub 
investigated in a laboratory acceptable to the Council. 


Laboratories, 815 


models were 


STANDARD HEARING AID (T) 
The Standard model is the largest made by the firm. The 
battery compartment in the lower half of the case has a hinged 


cover for access. 


MODEL 


A 


The dimensions are 125 by 33 by 65 mm. (5 by 1% by 2% 
inches) and the weight is 237 Gm. (83% ounces). The A 
battery is of the zinc-carbon type, 1% volts, and the B battery 
of the zinc-carbon type, 22% volts. The A battery drain is 40 
milliamperes and the B battery is 0.4 milliampere when quiet 
and 0.2 milliampere when the instrument is “squealing.” 

Acoustical Gain.—Measurements were made of the acoustical 
gain in decibels. This is the decibel difference between the 
sound pressure at the face of the microphone of the instrument 
and the pressure produced by the receiver in the 2 cc. coupler. 
The pressure at the face of the microphone was held at 
approximately 55 decibels above zero for these measurements 
(55 decibels above 0.0002 dyne per square centimeters). 


Typical acoustical gains in decibels are given in the following 


tabulation : 
Frequencies 
———————EEE a ee * 
Volume Tone 256 512 1,024 1,200 2,250 3,100 4,096 
Full 1-dot 27 38 54 57 42 42 28 
Full 2-dots 23 32 48 48 27 23 12 


Maximum Output Pressure—Below are approximate values 
of maximum sound pressure levels (at four frequencies) set 
up in the 2 cc. coupler with the volume set for full gain and 
tone setting 1 dot. 


Frequency Input Level Maximum Output Level 


600 cycles 75 db. 120 db. 
1,024 cycles 85 db. 130 db. 
1,200 cycles 85 db. 131 db. 
2,048 cycles 85 db. 117 db. 


Intelligibility Tests—Intelligibility tests were made with a 
person of normal hearing seated inside a booth giving a sound 
reduction of about 30 decibels. The speaking person was outside 
the booth using normal speaking voice. Score made with the 
Harvard No. 9 lists under these critical conditions was 73 per 
cent. 

STAR MODEL HEARING AID (s) 

This instrument, tube combination 11 A, is represented by 
Model S. The battery compartment in the lower half of the 
case is covered by a leather band for access. 

The dimensions are 120 by 33 by 65 mm. (4% by 1% by 2% 
inches) and the weight is 265 Gm. (93% ounces). The A 
battery is of the zinc-carbon type, i}: volts, and the B battery 
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of the zinc-carbon type, 22% volts. The A battery drain is 40 
milliamperes and the B battery is 0.6 milliampere when quiet and 
0.4 milliampere when the instrument is “squealing.” 

Acoustical Gain —Measurements were made of the acoustical 
gain in decibels by the technique described for A. 

Typical acoustical gains in decibels are given in the following 
tabulation : 


Frequencies 


A 


= = - — = - ee 

Volume Tone 256 512 1,024 1,200 2,250 3,100 4,096 
Full 1-dot 31 36 59 62 50 38 36 
Full 3-dots 25 31 51 48 29 17 15 


Maximum Output Pressure —Below are approximate values of 
maximum sound pressure levels (at four frequencies) set up 
in the 2 cc. coupler with the volume set for full gain and tone 
setting 1 dot. 


Frequency Input Level Maximum Output Level 


600 cycles 80 db 124 db 
1,024 cycles 75 db 132 db. 
1,200 cycles 75 db. 131 db 
2,048 cycles 85 db 120 db 


Intelligibility Tests —Intelligibility tests were made with a 
person of normal hearing seated inside a booth giving a sound 
The speaking person was out- 
Score made with 


reduction of about 30 decibels. 
side the booth using normal speaking voice. 
the Harvard No. 9 lists under these critical conditions 
73 per cent. 


was 


CUB MODEL HEARING AID (C) 
The Cub Model is the smallest of the three hearing aids sub- 
mitted by the firm. The battery compartment in the lower half 


of the case has a hinged cover for access. 

The dimensions are 102 by 33 by 65 mm. (4 by 1% by 
inches) and the weight is 190 Gm. (634 ounces). The A 
battery is of the zinc-carbon type, 1% volts, and the B battery 
of the zinc-carbon type, 22% volts. The A battery drain is 
40 milliamperes and the B battery is 0.5 milliampere when quiet 
and 0.3 milliampere when the instrument is “squealing.” 
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Acoustical Gain.—Measurements were made of the acoustical 
gain in decibels by the technique described for A. 

Typical acoustical gains in decibels are given in the follow- 
ing tabulation: 


Frequencies 


SS eee - _ — 


—— . _— 
Volume Tone 256 512 1,024 1,200 2,250 3,100 4,096 
Full 1-dot 31 44 53 53 33 33 28 
Full 3-dots 25 34 46 45 22 17 13 


Maximum Output Pressure—The following are approximate 
values of maximum sound pressure levels (at four frequencies) 
set up in the 2 cc. coupler with the volume set for full gain 
and tone setting 1 dot. 


Frequency Input Level Maximum Qutput Level 


600 cycles 75 db. 121 db. 
1,024 cycles 85 db 131 db. 
1,200 cycles 85 db 131 db 
2,048 cycles 85 db. 115 db 


Intelligibility Tests.—Intelligibility tests were made with a 
person of normal hearing seated inside a booth giving sound 
reduction of about 30 decibels. The speaking person was 
outside the booth using normal speaking voice. Score made with 
the Harvard No. 9 lists under these critical conditions was 
55 per cent. 

The National Hearing Aid Laboratories provide for use by 
salesmen a device called the Selector-Tester. When the hearing 
aid is fitted this equipment may be used, although a trial of a 
week is considered by the Council as a more accurate method 
of selecting a satisfactory hearing aid. 

The Council on Physical Medicine voted to include National 
Hearing Aids Standard Model (T), Star Model (S) and the 
Cub Model (C) in its list of accepted devices. 
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SATURDAY, SEPTEMBER 25, 1°48 


DOCTORS FOR THE ARMY 


rhe medical departments of our armed forces, and par- 
ticularly the Army, confront a crisis. The new Selective 
Service Act has established a peacetime army and air 
force at approximately five times the size of the prewar 
military establishment. Estimates indicate that they 
must have 4,000 more doctors by June 1949. However, 
possible economies may diminish this need slightly. 
None of the physicians needed is obligated by any 
serve in the armed 


existing law to volunteer or to 


forces. The special need of the armed forces, as pointed 
out by Surgeon General R. W. Bliss in this issue of 
THE JOURNAL, is its requirement for specialists. Today 
in many of our leading Army hospitals abroad young 
men who have hardly had an adequate residency are 
in full charge of medical, surgical, obstetrical and other 
highly specialized departments. 

lhe House of Delegates of the American Medical 
\ssociation established the Council on National Emer- 
gency Medical Service as a body to be especially con- 
meeting the needs of the nation for 


cerned with 


physicians in times of emergency. War today 1s toial 
war. The'needs of civilian populations and particu- 
larly of great industries, which are the backbone of war, 
must also be considered. Nevertheless, the men who do 
the actual fighting, who fly the planes, who get the 
foods and supplies up to the front and who carry the 
States all over the world must 


banner of the United 


have the highest possible quality of medical service 


in order to keep fit and efficient. The provision of the 


best medical care to our armed forces is one of the 
most economical steps that the nation can undertake. 
It lessens the total demand for men, and it maintains 
the morale and the spirit of the men more than any 


other single 
The Council on National Emergency Medical Ser- 


factor involved in modern war. 


vice, the procurement divisions of our armed forces, 
the headquarters of the Army and Navy and Air Force 
have all been desperately concerned during the last 


few months with meeting the nation’s need. Every 
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possible approach to the problem has been considered. 
Now that compulsory service for physicians has been 
denied by the Congress, the needs must be met by 
Obviously the first step is to make 
the 


men so as to encourage volunteering by greater and 


other technics. 


the service more and more attractive to young 


greater numbers. A recent somewhat casual survey 
of the young men now in the service who will be leav- 
ing at the end of two years of service indicates that 
the following factors must be given consideration in 
attracting them for longer periods: 

1. The service must be sufficiently varied so that 
the deadly routine of day by day dispensary service 
of many months does not destroy the young man’s 
initiative, 

2. At least one half of the young men now in the 
armed forces want ultimately to qualify for certification 
hy some specialty board. Some means must be found 
whereby service in military installations can be reck- 
oned as a part of the young man’s development leading 
toward certification. 

3. Except in the most remote areas young men may 
be kept in contact with some of the best teachers in 
\merican medicine. Already a steady stream of quali- 
fied consultants is visiting our Army hospitals through- 
out the world, and the men who are taking charge of the 
services in these hospitals are having more oppor- 
tunity for extended contact with the leaders in the 
various medical specialties than most of the men who 
remain in the United States. All that appears to be 
needed is some arrangement for the development of 
a systematic course of instruction rather than casual 
ward walks. 

Thus most of the objections can be met by compe 
tent planning. While the young men prefer to be 
rotated from one service to another at fairly frequent 
intervals, several difficulties have developed in this 
regard. First is the housing of young men, many of 
whom are married and are already en route to the 
cevelopment of families. One colonel in charge of a 
hospital of many hundreds of beds in Germany said 
that there would be no problem for the Army medical 
department if all the young doctors would remain bach- 
clors until they had completed their military service. 
The housing of young physicians and their families, 
as can easily be seen, is one of the most difficult of the 
problems that confront the armed forces. 

It has been suggested that increased pay in the 
armed forces for men as highly specialized as are phy- 
sicians and engineers would attract more young men 
to the service. Actual first hand surveys indicate, 
however, that the money, while interesting, is not a 
primary consideration. 

A specific provision in the Selective Service Act 
states that a man may not be inducted into the armed 
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forces until provision has been made for adequate 
medical care. That was the intent of the Congress. 
There is no reason to believe that the Congress will 
withdraw from that intent. There is actually reason 
to believe that the Congress will make that intent fully 
effective by some type of compulsory selection of young 
physicians unless these young men come forward to 
fulfil their obligation as citizens and particularly as 
physicians. They are not being asked to do any more 
than is being asked of any other person in our popu- 
lation. 

The world is tren-bling on the edge of a great third 
war. Many of our leaders in history and economics 
are convinced that such a war might well mean the 
end of civilization as we now know it. One needs 
only to see the dreadful devastation that prevails in 
London, Belgium, Rotterdam, Frankfurt and Berlin 
to realize that every American must be ready to give 
of his utmost now that the call is here and thus to 
keep away such horrible destruction from our own 
shores. Only those who have actually seen at first 
hand whole square miles of devastation in London, 
Berlin, Rotterdam and other great capitals of the 
world can comprehend the threat. The profession of 
medicine places on the young men who choose it as 
. career a great responsibility. They are not asked to 
venture their lives in war to the sime extent as are 
other young men in the population. They are asked 
instead to put other young men into the best possible 
condition to meet the need and to salvage the human 
wreckage so far as possible when war actually begins. 
The medical profession of the United States has a 
record enviable beyond that of any other medical pro- 
fession in the world for what it has accomplished when 
the nation called. Let us realize that now we can no 
longer wait until the enemy is at the gate. The time to 
prepare is in advance of the struggle, and the call has 


come, 


MR. EWING’S TEN YEAR HEALTH 
PROGRAM 


The National Health Assembly apparently has cul- 
minated in a book called “The Nation’s Health: A 
Ten-Year Program,” obtainable for $1 from the Super- 
intendent of Documents in Washington. As any one 
with knowledge of the background could have predicted, 
the report is devoted largely to arguments in support 
of a government health insurance program, principally 
emphasis on the alleged parlous state of the health of the 
American people. The answers to the nation’s health 
problem developed by the Ewing report include, first, 
more doctors, dentists, nurses and other auxiliary med- 
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ical personnel; second, the addition of 600,000 hospitai 
beds by 1960, and, third, a nationwide compulsory sick- 
ness insurance plan. Here are the same old figures that 
the 
launching at periodic intervals for the last twenty or 


proponents of government medicine have been 
thirty years. Some of them are requoted in a Washing- 
ton Letter in this issue of THE JouRNAL. These undoc- 
umented statistics would be ignored if they were not 
being used in such a desperate, final gasp by the 
Federal Security Agency. 

In an interview to the press on September 2, Presi- 
dent Truman supported the Ewing program, saying 
that he is compelled to advocate national health insur- 
ance because he sees no other possible way of bringing 
medical service to fully half the American people. Just 
how hard has the administration tried to see some other 
way? Just whom have they called upon to help them 
lo« k ? 

Recently the general assembly of the World Medical 
Association met in Geneva with a considerable number 
of nations of the world represented. Reports were 
received on conditions related to medical care in more 
than twenty nations. The amount and quality of medi- 
cal care given to most people of the world under their 
compulsory sickness insurance plans would never satisfy 
the people of the United States. The inevitable faults of 
these systems, which have been emphasized to the Amer- 
ican physicians and to the American people for a good 
many years, are now coming vividly to light. Great Brit- 
ain embarked on its new National Health Act on July 5. 
People in England may now go to the doctor without 
calculating the cost of the service. They may be 
supplied with spectacles and teeth without additional 
costs. They may have consultants and beds in hospi- 
tals without reference to individual payments for services 
rendered. That is what the National Health Act of Great 
Britain promised them. Do you think that they get it? 
No, indeed! They queue up to see the doctors whom 
formerly they could have seen by appointment. Doctors 
are compelled to write formulas and_ prescriptions 
and reports many hours in advance of the time when 
they see the patients because otherwise they would 
never have time to see the patients. Many a physician 
is already satisfied that he cannot work under the Act. 
The unfortunate public have no way of knowing 
whether or not what they get is good medical service 
or something to make them think that they are being 
given attention. The greatest folly in the world is 
the manner in which Great Britain embarked on a 
nationwide health service without hospitals, doctors, 
nurses, drugs or money to supply what they promised, 
and an even greater folly would be the attempt to offer 


a similar service in the United States and to gulp the 
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entire medical problem of the nation in a single swal- 
low. Should the United States accept the prescription 
by President Truman and his consultant, Mr. Ewing, 
it would likely discover that the prescription had little 
of curative value and a great deal of the ultimate effect 
of ipecac or apomorphine (these, Mr. Ewing, are classi- 


fied by the books on drugs as emetics). 


Current Comment 


TIME FOR DECISION 
\Manv issues confront the voters of the United States 
election that November. Most 


\mericans so value their democratic prerogatives that 
h 


in the will occur in 
they sincerely attempt by their ballois to influence the 
\s is explained im an 


policies of their government. 
JOURNAL, President 


editorial in this TH! 
Truman is committed to a nationwide system of com- 


issue of 


pulsory sickness insurance. Governor Thomas E. Dewey 
has stated over his signature and in a public address to 
the Oregon State Medical Society that he is unalterably 
opposed to a gcevernment system of medical practice. 
In the United States legislation is the ultimate responsi- 
bility of the Congress. Those who feel strongly in behalf 
of certain policies or opposed to them must be equally 
concerned, therefore, not only with the election of a 
president but also with the election of senators and 
congressmen who will support the president. Regard- 
less of what the proponents of compulsory sickness 

the health of the nation is not in 
In fact, the people of the United 


insurance may say, 
a critical condition. 
States are more healthy than those of any other country 
of the world. The quality of medical service available 
to the vast majority is superior to that anywhere else 


in the world 


SEX LIFE IN PRISON 


calls attention to the prevalence of abnor- 


Karpman 
The more normally 


mal sex" practices in prisons. 
constituted prisoner with a short sentence may succeed, 
at least temporarily, in maintaining his heterosexuality. 
Sooner or later, self breaks down and the 
prisoner is confronted with the choice of some abnormal 
The ease with which one succumbs to 


control 


sexual practice. 
the practice of masturbation varies greatly, some going 
through an acute emotional conflict before they finally 
vield and some, who are never able to succumb, develop- 
ing neurotic or psychotic reactions. Karpman believes 
that much of the prison rioting may be traceable to 
sex problems. If the practice of masturbation and 
homosexuality continues, it becomes fixed, and even 
on discharge from confinement a person often finds 
himself unable to return to normal sex activities. Young 
men, of whose heterosexuality there was no previous 


doubt, after confinement for several years become con- 
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firmed homosexuals, taking on feminine characteristics 
on discharge and becoming homosexual prostitutes with 
consequent demoralization of younger elements whom 
they initiate. Prison authorities thus far have used only 
violent suppression to control sex, and the method does 
not to have the intended effect. The various 
suppressions engender hatred and defiance which still 
further stabilize the reaction. Karpman believes that 
abnormal sexual practices in prisons have probably 
A person who has served even a brief 
sentence and has yielded to abnormal sex practices can 


seem 


not decreased. 


be considered on discharge from prison as abnormal; 
if before confinement he was heterosexual, his term in 
prison incapacitates him for normal sex adjustment. 
As a remedial measure within the prison, Karpman 
believes that provision for more normal sex outlets 
would help correct these practices. 
hope that when hospitals take the place of prisons, the 
abnormal sex practices of prisoners will disappear. 


He expresses the 


OUTBREAKS OF DISEASE FROM CON- 
TAMINATED FOOD 

The United States Public Health Service has just 
released a compilation of disease outbreaks in 1946 
conveyed through foods other than milk and milk prod- 
ucts. The 299 outbreaks of disease from contaminated 
food incapacitated 12,526 persons, 17 of whom died. The 
food was usually contaminated through unsanitary con- 
ditions or infection of food handlers; also early and 
adequate refrigeration was lacking. From 1938 through 
1946, outbreaks traced to foods have been nearly six 
times as numerous as those traced to water or milk. 
During the war years, food-borne diseases increased, 
while disease outbreaks attributed to water and milk 
declined. The economic loss from milk-borne diseases 
alone has been estimated as at least $3,000,000 a year. 
Sanitary standards for eating and drinking establish- 
ments developed by the Public Health Service have been 
adopted in local areas throughout the country contain- 
ing over 60,000,000 persons. These standards are now 
in effect statewide in 17 states and the District of 
Columbia and in 186 counties and 451 municipalities 
in 40 states and territories. To help states and local 
communities organize classes for employees in food 
establishments, a pamphlet, “Guide to Safe Food Ser- 
vice,” may be obtained by addressing the Sanitary 
Engineering Division, Public Health Service, 4218 Fed- 
eral Security Building South, Washington, D. C. 


INDEX NUMBER 


In this issue of THE JOURNAL appears the Index 
for Volume 137 of THe JouRNAL oF THE AMERICAN 
MEDICAL ASSOCIATION covering May, June, July and 
August. This Index should have appeared in THE 
JourNAL of August 28, but it was impossible to publish 
it at that time. The Index is paged to follow immediately 
the material that ended Volume 137 and may be bound 
with that volume so as to make it complete. 
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Great organizations and institutions 
reflect the lives and earnestness of great met.. 
When the ultimate history of the growth of the 
American Medical Association is written, among 
the names that will loom largest along with those 
of Drs. Nathan Smith Davis and George Henry 
Simmons, editor and general manager of the 
\ssociation, will be that of Mr. Will C. Braun, 
first business and circulation manager. 

Will Braun died Sunday, Sept. 12, 1948, at 
the age of 80 years. He 
had devoted 56 of those 
80 years to the work of 
the American Medical 
Association, and he 
brought to that work 
a canny mind and a 
whole-hearted sincerity. 
Will Braun was born in 
Ripley, Ohio, on Aug. 
24, 1868. In November 
1891 Mr. Braun, who 
had been clerking in a 
general store in Ripley, 
Ohio, came to Chicago 
in search of greater op- 
portunity. The Ameri- 
can Medical Association 
offered him a job as 
solicitor 


great 


subscription 
and all-around office 
helper. At that time 
Dr. J. C. Culbertson 
was editor and manager 
of THe JourNAL. The 
headquarters space was 
a room about 30 by 60 
feet, occupied by a staff of two men, two women, 
some typesetters and a proofreader. The office 
was marked off from the rest of the area by a wood 
railing. In 1892, at just about the time he had 
worked up a good revenue by selling subscrip- 
tions and advertising space on a commission basis, 
Tue JourRNAL got a new editor, Dr. John B. 
Hamilton. Will Braun thought that this would 
terminate his employment, but Dr. Hamilton put 
him on a regular salary, and the business began 
to expand. 

Mr. Braun was continually in process of urging 
Dr. George H. Simmons to greater develop- 
ment and expansion of the headquarters office. 


Will C. Braun 








1946 


From 1902 to 1942 there were seven remodelings 
and rebuildings. These were associated with a 
continuous growth in the circulation of THE 
JourNAL, from 3,500 in 1891 to more than 
100,000 in 1941 and to a total today, at the time 
of Will Braun’s death, of more than 140,000 
copies weekly. The handful of employees has 
increased to more than 800. Much of this tre- 
mendous development is a direct result of the 
genius of Will Braun in advertising. In the 
course of his work he 
made numerous friends 
among the great leaders 
of the American indus- 
tries allied to medicine. 
Some of the original 
contracts which he 
developed have been 
continued without inter- 
mission since that time. 
In 1946 he became Bus- 
iness Manager Emeri- 
tus and was succeeded 
by Mr. Thomas R. Gar- 
diner, who had been 
associated with him as 
first assistant for many 
years. At that time his 
friends and associates 
tendered him a magnifi- 
cent banquet at the 
meeting in San Fran- 
cisco. 

The impetus given to 
the growth of the 
American Medical As- 
sociation by Dr. Nathan 
Smith Davis, Dr. George H. Simmons and Will C. 
Braun was so powerful that it remained for their 
successors simply to hold the forward surge 
firmly to the goal. The quality of the many publi- 
cations of the Association, their uniformly high 
standards of advertising and their conspicuous 
success, are an indication of the type of support 
given by the business administration to the Board 
of Trustees and the editors. That policy was 
recognized by Will Braun as fundamental toward 
continued progress in medical publications, and 
it made him proud and happy at the time of his 
death to see the ideals and the effort behind them 
bear such abundant fruit. 
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Official Notes 


DR. HAROLD R. HENNESSY APPOINTED SEC- 
RETARY TO COUNCIL ON NATIONAL 
EMERGENCY MEDICAL SERVICE 


Dr. Harold R. Hennessy, Winnetka, Ill, formerly a resident 
of California and since early 1946 associated with the Council 
on Industrial Health, has recently been appointed Secretary 
to the Council on National Emergency Medical Service. Dr. 
James C. Milwaukee, is Chairman of the Council, 
which was formed in 1947 to coordinate efforts of the Amer- 
ican Medical Association involved in the mobilization of our 
nation’s armed forces, industry, agriculture and civilian popula- 


Sargent, 


tion im time of a national emergency. 
Ur. Hennessy, a 
Medical School in 


Southern California 


graduate of the University of Minnesota 
1930, practiced for a number of years in 
\ medical reserve officer for many years, 
Lr. Hennessy now holds the rank of colonel. During the war 
to the office of the Surgeon, Ninth Service 
atiending the School of Military Government, 


he was assigned 


_ommand, later 


University of Virgima, Charlottesville Overseas for two 
years, he was assigned to the G-5 Staff of the Communication 
Zone and later to the Fifteenth United States Army, where 
he served in the office of the Surgeon. 


Washington Letter 


hrom a »Ppectal Correspondent) 


1948. 


Sept. 15, 


Truman Indorses Ewing’s 10 Year Health Program 


\t his first September press conference, whose date (Sep- 


tember 2) coincided with White House release of Federal 


Security Administrator Oscar R. Ewing's ten year health plan 
for the nation, President Truman discussed and gave hearty 
indorsement to the report. It is in the form of a 186 page book, 


which the Federal Security Agency has begun distributing 
among state and local public health departments, state medical 
delegates to the National Health Assembly 
associations in the health and 


As a public document, 


and dental societies, 
held here last May, 
medical field and certain other agencies. 
the paper-bound book is for sale by Superintendent of Docu- 
Government Printing Office, Washington 25, D. C. The 

“The Nation’s Health: A Ten-Year 


voluntary 


ments, 
price is $l. Its title ts 
Program.” 

Nearly one third of the 
support of government health insurance and exposition of alleged 
inadequacies of voluntary medical care and hospitalization plans. 
insurance by the federal 


report is devoted to argument in 


However, institution of compulsory 
government is placed third on Mr 
first goal is’ to increase medical 
tists, nurses and their auxiliaries; 
country’s hospital system so that at least 600,000 beds are added 
by 1960 
Other 


Ewing's priority list. His 
manpower—physicians, den- 


his second, expansion of the 


goals, in their order of mention: increased emphasis 
reduction of the toll taken by chronic and 
degenerative diseases; complete rehabilitation of the physically 


improvement of maternal and child health services ; 


on mental health; 


handicapped ; 
joint planning by professional and citizens’ groups at community 
level to raise public health standards and, finally, establishment 
of more local public health departments with full time staffs 

Following are some of the statements made in the Ewing 
report 

“By and large, only the well-to-do and, to a certain extent, 
charity patients get satisfactory medical care. The in-between 
groups—other than the fairly small portion who are covered by 
voluntary insurance plans—are the ones desperately in need of 
better care.” 

“Every year 325,000 people die whom we have the knowledge 
and the skills to save.” 

“We have only 80 per cent as many physicians as we need 
and even greater shortages of other medical personnel.” 

“We have only about 50 per cent as many acceptable hospital 


beds as we require.” 
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“A scant 20 per cent of our people are able to afford all the 
medical care they need.” 

“Only about half the families in the United States can afford 
even a moderately comprehensive health insurance plan, on a 
voluntary basis. The net result, then, would be to leave with- 
out adequate protection the very groups—those with incomes 
below $3,000—whose plight the Nation needs most to remedy 
in order to raise the country’s level of health.” 

“The compelling areument that drives me to an 
advocacy of national health insurance is that I see no other 
possible way of bringing adequate medical service to fully half 
of the American people. It would, obviously, be nice if we could 
find some other way that would arouse less opposition from 
many members of the medical profession. But I see none.” 


Congressman Lauds World Health Assembly 

Skeptical at the outset but now a supporter of the World 
Health Organization, Representative Ivor D. Fenton expressed 
his views in a statement in the Congressional Record for 
August 17 (page A5414). The Pennsylvania Republican, who 
is a physician, attended the first World Health Organization 
meeting in Geneva as a Congressional advisor to the United 
States delegation. 

“When I accepted appointment to the U. S. 
was somewhat skeptical,” said Dr. Fenton. “Now I can only 
give my strongest assurance that in the World Health 
Organization we have an unusual, perhaps a unique, oppor- 
tunity to promote the general welfare of mankind and to 
improve the world economy, as own 
protection against importation of disease.” 


delegation | 


well as increase our 


Navy Forms Council on Radiobiologic Research 

A Council on Radiobiologic Research within the Bureau oi 
Medicine and Surgery, Navy Department, has been established 
by Rear Admiral Swanson, the Surgeon General Among its 
responsibilities will be to review all proposed research projects 
in radiation biology, diagnosis and therapy of radiation sickness, 
internal radiation hazards and methods of photographic dosime 
try and personnel decontamination. Serving on the Council 
whose first meeting is tentatively scheduled for October 12, will 
be representatives of the Office of Naval Research, the Armed 
Forces Special Weapons Project and the Atomic Fnergy Com 
mission, as well as heads of divisions in the Bureau of Medicine 
and Surgery dealing with atomic defense and research. 


Priority Buying of War Surplus by Hospitals Ended 
As of September 1, priority and preference buying of war 
surplus supplies, equipment and miscellaneous materials by non- 
profit hospitals and educational institutions came to an end 
Under the program conducted by the War Assets Administra- 
tion, “millions of dollars worth of war surplus hospital equip- 
ment, including beds, surgical and medical equipment, drugs, 
medicines, dressings and furnishings went to public health insti- 
tutions throughout the nation,” said Jess Larson, War Assets 
Administration head. He added that donation of surplus property 
to eligible health and educational institutions will be continued, 
explaining that this is a disposal method rather than a priority 


Dr. J. T. Edsall Elected to Chemical Society Post 


Dr. John T. Edsall, associate professor of biochemistry at 
Harvard Medical School, was elected chairman of the American 
Chemical Society’s Division of Biological Chemistry at the 
annual meeting of the society in Washington which ended Sep- 
tember 3. Jules D. Porsche, of Armour and Company, was 
elected vice chairman. Elected secretary to succeed Dr. Edsall 
was Dr. Paul W. Preisler, assistant professor of biochemistry 
at Washington University School of Medicine. 


Marine Hospital Heads Will Meet September 24-27 
Administrators of the twenty-four marine hospitals operated 
by the U. S. Public Health Service, together with heads of 
the service’s four largest outpatient clinics, will hold their annual 
conference here September 24-27 at the call of Dr. Otis L. 
Anderson, head of the Public Health Service Hospital Division. 
Problems encountered during the past year will be reviewed and 
measures for improvement of services discussed. At present the 

twenty-four hospitals’ combined patient load is about 6,000. 
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NAVY 


NAVY INTERNS IN CIVILIAN 
INSTITUTIONS 

The first group of young medical officers in the reserve corps 
have reported to the approved hospitals indicated below for 
ctive duty as interns under the new medical training program. 
hese officers, all lieutenants (jg), are graduates of class A medi- 
il schools and, on completion of their internship, will remain 
) active duty in the Navy for at least one year. 


McAlpin H. Arnold, Elberton, Ga., to Union Memorial Hospital, Balti 


William H. Brown, Newburgh, N. J., to City Hospital, Welfare 
d, N. ¥ 

lames A. Christensen, Seattle, to Providence Hospital, Seattle. 

Roy Daugherty, San Antonio, Texas, to General Hospital, Kansas 

ty, Mo 

Robert Edwards, Lawrence, Kan., to the Kansas Medical Center, 

nsas City, Kan 

john W. E. Fries, St. Louis, to St. Louis County Hespital, Clayton, 

George R. Hanson, Nampa, Idaho, to St. Luke’s Hospital, Denver. 

lenatius P. Hanzly, Lackawanna, N. Y., to Mercy Hospital, Buffalo. 


Hiarry E,. Howard, to Indianapolis General Hospital, 


znapolis 


Monroe, Mich., 


pit’ l 


Reading, Pa 
Indian 


Hudacek, Plymouth, Pa., to “eating H 
Jaces, Coats, Indianap 


Andrew G 
lohn W Kan., to is General Hospital, 
vhn M. Kenelly Jr., 
shington, D. C. 
Charles E. Kerrick, 
spital, Omaha 
Ralph A. Kilby, Buffalo, t 
Idren, Newark, N. J. 
frank A. Kopecky Jr., 
spital, Omaha 


} Hillsboro, Ore., to Municipal Hospital, 


( allinger 


Parma, Idaho, to Creighton Memorial St. Joseph’s 


Hospital of St. Barnabas for Women and 


Cmaha, to Creighton Memorial St. Joseph's 


Stephen C. Leograndes, Framingham, Mass., to Cooper Hospital, Cam 

i 

Robert E. Lewis, Oakmont, Pa., to University of Pittsburgh Medical 
Center Hospitals, Pittsburgh 

Harry C. Lockard Jr., Bedford, Va., to Charity Hospital of Louisiana, 

w Orleans 

Leo B. McGinty, Huron, S. D., to Crei-hion Memorial St. Joseph’s 

spital, Omaha 

Donald J. Madden, Leos Ang-les, to Creighton Memorial St. Joseph’s 
Hiospital, Omaha 

Dean M. Miller, Abilene, Kan., to Kansas City General Hospital, 
Kansas City, Mo. 


Harlan L. Papenuss, Winona, Minn., to Creizhton Memorial St 
Hospital, Omaha. 
Dwaine J. Peetz, Sidney, 
lospital, Omaha 

Louis H. Porter, II, 


Kansas ¢ ity, Mo 


hos ph's 


Neb., to Creighton Memorial St. Joseph's 


Autin, Texas, to Kansas City General Hospital, 


Lous J. Prendergast, Fonda, Iowa, to Creighton Memorial St. Joseph’s 
Hospital, Omaha. 

Fred W. Richardson, Laconia, N. H., to Beverly Hospital, Beverly, 
Mass 

Hubert A. Ritter, St. Charles, Mo., to St. Mary's Group of Hospitals 


of St. Louis University, St. Louis. 


Eugene J. Schmitt, Rochester, N. Y., to St. Mary’s Hospital, Rochester, 
Clarence T. Thompson, Baton Rouge, La., to Charity Hospital of 
Louisiana, New Orleans. 

James W. Vildibill Jr., Columbia, S. C., to Charity 


New Orleans. 


Hospital of Louisi- 


ana, 


RESERVE OFFICERS RECALLED 

The following reserve medical officers have ben recalled to 
active duty: Capt. Stephen M. Smith of Danbury, Conn., to the 
Naval Hospital, Bethesda, M4.; Comdr. Sydney L. Williams, 
Flushing, N. Y., to the New York Naval Shipyard, Brooklyn; 
Lieut. Comdr. Charles N. Scott, Smithfield, W. Va., to the 
Naval Air Station, Willow Grove, Station Keeper; 
Lieut. (jg) Harold W. Garvin, Mascoutah, IIl., to a residency 
and the Naval Hospital, Great 


Pa., as 


in obstetrics 


Lakes, IIl. 


gynecology at 


DR. ALVAREZ OPENS SERIES OF 
GUEST LECTURES 
The first of the current series of guest lectures sponsored by 
the National Naval Medical Center, Bethesda, Md., was opened 
September 24 when Dr. Walter C. Alvarez spoke on “Puzzling 
Functional 
local medical societies and faculties, medical students and Army, 


Disorders.” The meetings are open to members of 


Navy and Public Health and Veterans Administration medical 


of.icers. 
AWARDS AND COMMENDATIONS 
Lieutenant Frederick E. Wetzel 
Lieut. Frederick E. Wetzel, M. C., has been authorized by 


the Navy Department to wear the Presidential Unit Citation 
ribbon with star by virtue of his service in the First Marine 
Division, which awarded the Presidential Unit 
Citation by the President of the United States. This c'tation 
of the division was as follows: 


division was 


For extraordinary heroism in action against enemy Japanese 
forces at Peleliu and Ngesebus from September 15 to 29, 1944. 
Landing over a treacherous coral reef against hostile mortar 
and artillery fire, the First Marine Division, Reinforced, seized 
a narrow, heavily mined beachhead and advanced foot by foot 
in the face of relentless enfilade fire through rain, forests, and 
mangrove swamps toward the air strip, the key to the enemy 
defenses of the Southern Palaus. Opposed all by thoroughly 
disciplined, veteran Japanese troops heavily entrenched in caves 
and in reinforced concrete pillboxes which honeycombed the 
high ground throughout the island, the officers and men of the 
division fought with undiminished spirit and courage despite 
heavy losses, exhausting heat and difficult terrain, seizing and 
holding a highly strategic air and lanc base for future operations 
in the Western Pacific. By their individual acts of heroism, 
their aggressiveness and their fortitude, the men of the First 
Marine Division, Reinforced, upheld the highest traditions of 
the United States Naval Service. 





AIR 


COURSES IN AVIATION MEDICINE 


The Air Surgeon announces a thirty-seven week course to 
begin September 20 at Randoph Air Force Base, San Antonio, 
Texas, and open to civilian physicians who apply and are 
accepted for integration in the Regular Army and duty with 
the Air Force, to medical reserve officers on active duty who 
have applied for integration in the Regular Army, and to 
Regular Army medical officers. The course will provide instruc- 
tion in care of the flyer, internal medicine, ophthalmology, naso- 





FORCE 


pharyngeal radium irradiation, biophysics, physiology, pathology, 
surgery and other subjects. 

In addition a six-week aviation medical examiner's course will 
begin November 1 at this air base, open to civilian physicians 
who are members of the Air National Guard and the Air Force 
Reserve. Completion of this course and duty with the National 
Guard or reserve units will make physicians eligible for desig- 
nation as flight surgeons. Application for admission to either 
of the courses should be made to The Chief of Staff, United 
States Air Force, Office of The Air Surgeon, Washington 25, 
1 13 
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NEW HOSPITAL AT OMAHA 
Ground was broken lune 24 for the new 500 bed Veterans 
Hospital to be erected on the Field Club site in Omaha Che 
1 ted cost, including administrative and contract expendi- 








\ Hlosy t © 
bout $11] 1 SOU Che ible completion date 
‘ Che project is unde € supervision of the 
i District | r Office of the Army Corps of Engineers. 
DIRECTOR OF HOSPITALIZATION 
APPOINTED 
Ve \ nistration announces the appointment of 
| Q) | iT associate director at Barnes 
S direct t Veterans Administration 
Reg ements Service He is a grad ate 
Me ( e of Vi 4, interned at Nassau Hospital, 
é i: i t tl esse County isolation hospital, 
! . N | i engaged im dustnal and general 
‘ it America, Ala He serve vith the Medical 


OLD GUARDHOUSE BECOMES MEDICAL 
LABORATORY 

The old guardhouse at Fort Logan, Colo., dating back to the 
founding of the fort in 1887, has been transformed into a modern 
medical research laboratory of the Veterans Administration and 
will be to physicians and the Rocky 
Mountain Region. At the dedication of the laboratory recently 
among the speakers were Dr. J. E. Wallin, chairman, Rocky 
Mountain Section, Society for Experimental Biology and Medi- 
cine; Dr. Ward Darley, dean, University of Colorado Medical 
School; Dr. Cyril H. Francis, regional Veterans Administration 
medical director, and Dr. Martin G. Goldner, research director 
Fort Logan Hospital. 


available scientists of 


PERSONALS 
Dr. Edward E. Johnston has resigned as manager of the 
Nichols Hospital at Louisville and will enter private practice 
at Elizabethtown, Ky. Dr. Leverett S. Woodworth has 
appointed assistant to the clinical director at the Nichols Hos 
pital Dr. Woodworth the 
Massachusetts Memorial Hospital, Boston. 
Dr. Howell Brewer, manager of the rehabilitation hospital at 


beer 


was formerly superintendent of 


Fort Thomas, has been transferred to the veterans’ branch offic: 
at St Dr 
program in the ten hospitals under supervision of the regional! 


Louis Brewer will direct the physical medici: 
branch office. 

Dr. George J the 
Administration to accept a position with the Wisconsin national 


Hathaway has resigned from Veterans 


veterans home at King, Wis 


Dr. Pau! B. Magnuson, Chief Medical Director of the Vet 
erans Administration, will attend the Ninth International Cor 
gress on Industrial Medicine in London and the Fourth Congress 


of the International Society of Orthopedic Surgery and Trauma 
in Amsterdam in September. Dr. Magnuson will attend thes: 
congresses as a private physician and not at government expens¢ 


PUBLIC HEALTH SERVICE 


EFFECT OF WAR ON CHILDREN 


\ $20,000 resear« grant has been awarded to the Inter- 
a ‘ Lomn ‘ Mental H vgiene under the National 
Mental Health Act, Oscar R. Ewing, federal security adminis- 
ha ounced Che grant will be used to make a study 
the effect of war on childre This study will be made under 
directs f Dr. David Levy, professor of psychiatry, Colum- 
University, New York, and will be presented at the Inter- 
il Congress on Mental Health to | held in London, 
England, in ‘August The grant was recommended by the 
National Advisory Mental Health Council and was approved 
by the Surgeon General, U. S. Public Health Service 


RESEARCH ON WATER POLLUTION 
Water Pollution Control Act 
ithorizes $800,000 a year for the next five years to erect and 
the U. S. Public 
water pollution and 
water pollution. 


The recent passed by Congress 


equip building at Cincinnati tor the use of 


Healt! 
the traimimge ol 
The Cincinnati laboratory 


and study ot 
for the 


has been the national headquarters 


Service in research 


personnel control of 


pollution research since it was established in 1913. 


1or wate! 
The two principal sources of water pollution are domestic 
ewage and industrial wastes generated during manufacturing 


processes; for example, gas and coke plants, metal working 
shops and refineries dump acids, salts, brine and phenols into 
wate! meat packing and canning industries pro- 

organic matter, and the synthetic rubber industry adds 
butadiene and styrene. More active research is needed because 


of the increasing pollution of water supplies from which people 


the 


cue © 


resources ; 


draw their drinking water. 
The Water Pollution Act also authorizes a million dollars a 
year for the next five years to be granted to the states for 


and study on the prevention and control 
The appropriation 
Service li | 


research, surveys 
water pollution caused by industrial wastes 


Public Health 


sought at the next session of Congress. 


to carry out this act, the states, will b 


AWARDS AND COMMENDATIONS 
Dr. Thomas Parran 

Army o 
September 3 the Distinguished Service Medal was presented t 
Dr. Thomas Parran Jr., formerly the Surgeon General, U. S 
Public Health Service. 

Dr. Parran, the Surgeon General, United States Public Health 
Service, performed exceptionally meritorious service in a duty 
of great responsibility to the government by extensive support 
to the Army in implementing civilian public health and medical 
service programs and aiding and advising in the development of 
the Army’s preventive medicine programs from December 1941 
to December 1946. With exceptional foresight, energy, initiative 
and outstanding spirit of helpful cooperation Dr. Parran’s tech- 
nical knowledge was applied administratively to insure solution 
of vast health problems in an economic and efficient manner 
resulting in worldwide success for the Army’s health program 
in spite of major adversity and hazard. His and 
undaunted spirit as well as personal courage and capacity for 
eliminating frequent administrative obstruction aided in prevent- 
ing any widespread health deficiencies among our own civilian 
and military population, those of liberated countries and allies, 
displaced persons, and enemy groups after they came under 
Army control. His efforts contributed materially to the success- 
ful prosecution of the war against the common enemy and reflect 
outstanding credit on himself and the government of the United 
States. 


In a ceremony in the office of the Secretary of the 


The citation read as follows 


advice 








Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ARKANSAS 


University Appointments.—Harry J. Clausen, Ph.D., was 
appointed associate professor of the department of anatomy 
f the University of Arkansas School of Medicine, Little Rock, 
n July 1. Dr. Clausen is a graduate of the State University 
of Iowa and New York University. He was professor and 
ead of the department of anatomy, Loyola University School 
f Dentistry, New Orleans, and formerly was associate pro- 
lessor of anatomy at the University of Colorado School of 
Medicine, Denver. James S. Dinning, Ph.D., has _ been 
ppointed assistant professor in the department of biochemistry. 
Dr. Dinning received his Ph.D. degree in 1948 from Oklahoma 
\gricultural and Mechanical College, Stillwater. Dr. James O. 
lergeson, Danville, a graduate of the Medical School, 1945, 
is been appointed instructor in the department of anatomy. 
Dr. Fergeson was discharged from the U. S. Army Air Corps 


July 1948. 
DELAWARE 


State Medical Meeting.—The Medical Society of Dela- 
are held its annual meeting at the Colony Club, Rehboth, 
September 13-15 under the presidency of Dr. Howard S. Riggin. 
est speakers included: 
Fred W. Wittich, Minneapolis, Minn., Allergic Diseases. 
lohn B. Montgomery, Philadelphia, Office Gynecology. 
Hart E. VanRiper, New York, Poliomyelitis Research. 
Thaddeus L. Montgomery. Philadelphia, Factors in the Low Mortality 
Rate in Obstetric Practice. 
Clarence S. Livingood, Philadelphia, Diagnosis and Treatment of Foot 
d Hand Eruptions. 
Russell Wigh, Philadelphia, Limitations of Roentgen Diagnosis 
nee S. Carey, Philadelphia, Management of Cardiac Infarction. 
Richard T. Smith, Philadelphia, Treatment of Arthritis. 
Z. Bowers, Washington, D. C., Use of Radioactive Isotopes in 
( nical Medicine 
W. Paul Havens Jr., Philadelphia, Infectious Hepatitis 
lohn ¢ Ullery, Philadelphia, Delivery of Quadruplets by Caesarean 


section 

nan R. Ingraham Jr., Philadelphia, Intensive Therapy of Syphilis. 
e address at the annual banquet was given by Dr. Brian 
nt Vawdry, Oxted, Surrey, England, on “Impressions of 
cialized Medicine in England.” 


ILLINOIS 


Resolution on Military Service.—The council of the IIli- 
is State Medical Society has made public a resolution adopted 
ently urging young physicians to volunteer immediately for 
ilitary service. The society pointed out that of the additional 
sicians needed by the armed forces before Jan. 1, 1949, Illinois 
probably will have to supply about 600. The society states that 
the resolution was directed especially at those young doctors 
ho received all or part of their medical education at the 
pense of the government, under the wartime A.S.T.P. and 


f 


\-12 programs, but who did not serve in the armed forces 
because the war ended before they had completed their courses. 
Chicago 


Relation Between Nucleus and Cytoplasm.—The Amer- 

can Cancer Society has awarded a grant of $18,935 to the 
niversity of Illinois College of Medicine in support of cyto- 
chemical studies of relations between nucleus and cytoplasm. 
Che studies will be conducted by the department of pathology, 
under the supervision of Isidore Gersh, Ph.D., associate pro- 
lessor of pathology. 

The Ranson Lecture.—Dr. George M. Lyon, Washington, 
D. C., chief of the radioisotope section, department of medicine 
and surgery, Veterans Administration, will deliver the Ranson 
Lecture on “The Radioisotopes in Medicine,” October 22 at 
4:30 p. m. at the Archibald Church Library of Northwestern 
University Medical School. The lecture is sponsored by the 
Theta Chapter of Phi Beta Pi Fraternity. All members of the 
American Medical Association are invited. 

_ Personals.—Dr. Max C. Igloe has been appointed head of the 
city health department's first district health center at 800 South 
Paulina Street, which will open when the whole staff has been 
chosen. Dr. Igloe, a veteran of World War II, has been director 
of outpatient services of the Veterans Administration in Chicago. 
——Dr. James J. Callahan, chairman of the department of bone 
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and joint surgery of the Stritch School of Medicine of Loyola 
University, attended the congress of the International Society 
of Orthopaedic Surgery and Traumatology, September 13-18, at 
Amsterdam, Netherlands, as a delegate from the United States. 


INDIANA 


State Medical Meeting.—The annual meeting of the Indiana 
State Medical Association will be held at the Murat Temple, 
Indianapolis, October 26-28 under the presidency of Dr. Cleon A. 
Nafe, Indianapolis. Guest speakers at the general meeting 
will be: 

Eugene B. Ferris, Cincinnati, Evaluation and Management of Hyper- 

tension. 

John M. McLean, New York, Corneal Grafting 

Arthur C. Curtis, Ann Arbor, Mich., Sarcoidosis. 

Ralph M. Tovell, Hartford, Conn., Role of Analgesics and Anesthetics 

in Production of Asphyxia Neonatorum. 

Wingate M. Johnson, Winston-Salem, N. C., Need for Recognition of 

General Practice. 

Herbert E. Schmitz, Chicago, Carcinoma of the Uterus. 

Earl D. McBride, Oklahoma City, Disability Evaluation. 

Hugh R. Butt, Rochester, Minn., Present-Day Status of Tests of 

Hepatic Function. 

William K. Keller, Louisville, Ky., Observation 

Isador S. Ravdin, Philadelphia, Vagotomy 

Paul R. Hawley, Chicago, Only Doctors Can Defeat the Socialization 

of Medicine 

Archie L. Dean, New York, Cancer of Genito-Urinary Tract. 

Irving S. Wright, New York, Use of Anticoagulants in the Treatment 

of Diseases of the Heart and Blood Vessels. 

Albert D. Kaiser, Rochester, N. Y., Virus Infections in Children. 

Austin M. Brues, Chicago, about atomic radiation in medicine. 
Section meetings will be held Wednesday at 4:30 p. m. At 
a dinner sponsored by the Indiana Academy of General Practice 
Wednesday at 6 p. m. Dr. Johnson will be the speaker. The 
annual dinner speaker will be Dr. Ernest E. lrons, Chicago, 
President-Elect, American Medical Association. The Woman's 
Auxiliary to the association will meet October 26-28 at the 


Murat Temple. 
KANSAS 


Tumor Clinic.—The Sedgwick County Medical Society will 
hold a clinic at its October 19 meeting in Wichita, on “Malignant 
Tumors of the Respiratory System.” Seven physicians will 
present ten minute papers on the subject. 

Mental Hygiene Meeting.—The Kansas Society for Mental 
Hygiene meeting in Topeka, October 25, will discuss plans for 
legislative action, roles of laymen and others in promoting 
mental health and the development of an effective mental hygiene 
program. 

Advisory Committee on Health.—The Sedgwick County 
Medical Society and the county and city commissioners have 
sponsored a new board to act in an advisory capacity to the 
city and county. The board, to be known as the Sedgwick 
County Medical, Hospital and Health Board, consists of eleven 
members, one each from the Board of County Commissioners, 
Board of City Commissioners, Wichita Board of Education, and 
a layman appointed by the Board of City Commissioners and six 
doctors appointed by the county medical association, subject to 
ratification by the boards of county and city commissioners. 


MASSACHUSETTS 


Seminar in Legal Medicine.—The department of legal 
medicine of the Harvard Medical School, Boston, is offering a 
seminar in legal medicine November 8-13 for pathologists, 
medical examiners and coroners. Lectures and demonstrations 
will deal with various problems likely to be encountered incident 
to the investigation of deaths in the interests of public safety 
and to the performance of medicolegal autopsies. The enroll- 
ment is limited to twenty-five and the fee is $50. Application 
should be made on or before October 30 to the Department of 
Legal Medicine, 25 Shattuck Street, Boston (15). 

Dr. Hyde to Open Health Forums.—Dr. Henry Van Zile 
Hyde, Besthesda, Md., U. S. representative on the executive 
board of the World Health Organization, will speak on “The 
World Health Organization and Its Plans for International 
Service” September 29 from 3: 30 to 5:30 in the amphitheatre 
of the Peter Bent Brigham Hospital, Boston. He is guest 
speaker at the first of a series of public health forums to be 
held at the Harvard School of Public Health. Because of the 
limited seating capacity, it is necessary to arrange admission 
through the Office of the Secretary of the School. Dr. Hyde, a 
senior surgeon of the U. S. Public Health Service, has been 
assistant chief of the International Health Branch of the State 
Department. In that capacity he has helped in the formulation 
of American plans and policies for cooperation in the develop- 
ment of the World Health Organization. 
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MINNESOTA 


Olaf Mickelsen, Minneapolis, associate pro 
ot physio 


Dr 


Personal.- 
fessor in the University of Minnesota's laboratory 


logic hygiene, has resigned to become chief of the biochemical 
section in the U. S. Public Health Service nutrition division 
in Washington, D. (¢ Dr. Mickelsen has been on the staff of 
the University of Minnesota since 1940 

The Rigler Lecture.—Dr. Merill C. Sosman, clinical pro- 
fessor of radiology at Harvard Medical School, Boston, will 

liver the annual Dr. Leo G. Rigler lecture in radiology at the 
University of Minnesota, Minneapolis, October 28 at 8 p. m. in 
the Minnesota Museum of Natural History auditorium on 
“Roentgenological Aspects of Heart Disease.” This annual 
le eship was established in 1944 by colleagues, former stu 
dents and friends ia recognition of Dr. Rigler’s contributions to 

ching and research im radiology He has been chiet of the 
‘ tment of radiology at the University of Minnesota Medical 
— P |‘ 4 


NEW YORK 
The 


Postgraduate Lectures. Medical Society of the State 


New York with the cooperation of the New York State 

i i ent of Healtl has arranged postgraduate lectures as 
The Onondaga County Medical Society will hear 

ork, speak on “The Treatment of 


M. Taran, New-Y 


niversity ( lub, Syracuse, October 5 


3 ! O 30 Dr. Irl H. Blaisdell, Syracuse, 
The Preblem of Carcinoma of the Larynx” betore 
rs ot the Sullivan County Medical Society meeting at 

e Lenape Hotel, Liberty, at 8:30 p. m 
Courses in Psychiatry and Neurology.—The New York 
State Department Mental Hygiene on September 10 opened 
ident ¢ es in psychiatry and neurology at the Psychiatric 
Institute Ne York City Che forty-eight weeks of formal 
truction and clinical work is designed to recruit physicians 
tor state mental hospital Che fitty-three registered physicians 
the course will be assigned for a two year period to the staffs 
of the various state hospitals for instruction and clinical prac- 
tice \ similar course opened at Syracuse Psychopathic Hos- 
ital September 17. This program of training psychiatrists was 

irted in 194 

New York City 
Changes in Long Island Faculty.—Sixty-one promotions 
uid seventy-two appointments have been made at the Long Island 
College of Medicine, Brooklyn, for the coming year, increasing 
ulty to about 500. The department of psychiatry, with 
its program of expansion, has twenty-six new faculty members; 
the department of medicine has eighteen new faculty members. 
Chose promoted were Dr, Frank P. Light, former clinical pro- 
fessor of obstetrics and gynecology, to professor of clinical 
bstetrics and gynecology; Drs. Richard L. Frank and Edwin 


P. Falsey, former associate professors of clinical psychiatry, to 
Dr. Charles B. 
t clinical surgery, to professor 

Annual Academy Graduate Fortnight.—The New York 
of Medicine will hold its annual Graduate Fortnight 
The 


fessors, and Jones, former associate professor 


\cademy 
October 4-15,0n the subject, “Advances in Therapy.” 
program includes evening lectures, morning panel discussions, 
afternoon hospital clinics and scientific exhibits. Out of state 


speakers at the evening lectures include: 


\ustin Smith, Secretary, Council on Pharmacy and Chemistry. Ameri 
Med | Ass stior Chicag Safeguards in the Use of New 

Drugs 

Lauren H. Smith, P idelphia, A Critiqu f the Physiological Methods 
in Psychiatric Ther y 

Robert P. Knig! Stock! Mas \ ( ique of the Present Status 
f the Psychot! $ 

Reginald H. Sn Bost Evaluation of Surgical Treatment of 
H pertenstor 

Cyrus C. Sturgis, Ann Arbor, Mich., The Carpenter Lectur Advances 
Concerning the Et gy and Treatment of Hematologic Disorders 

Louis K. I 1, Bos‘or Treatment of Rh Hemolytic Diseas of the 
Ne wbor? 

Charles A. Janeway, Boston, Newer Use of Blood Fractions 

Bernard N. Halpern, Paris, Fr Newer Knowledge Concerning the 
Antihistamine Drugs 

R urd H. Sweet, Boston, Surgical Treatment of Carcinoma of 
Esophagus 

James B. Blodgett, Boston, Early Ambulation Following Surgical Pro- 
cedures 

Chester M. Jones, Boston, Treatment of Peptic Ulcer 

James H. Meats, Boston, Treatment of the Complicated or Neglected 
Case of Graves’ Disease 


The registration fee for physicians other than fellows of the 
Academy of Medicine is $0, payable to the New York Academy 
of Medicine, 2 East 103 Street. 


M RDI( AL 
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PENNSYLVANIA 


Benjamin Rush Award.—The Medical Society of the State 
of Pennsylvania has selected Alan Scaife of Pittsburgh, and the 
Rotary Club of Lancaster to receive its first Benjamin Rush 
Award, which was inaugurated to recognize the public-spirited 
citizens and organizations which have collaborated with the 
medical profession in the promotion of better health and medical 
care for all Pennsylvanians. Each county medical society 
throughout the state nominates a lay person and an organization 
from its area, and from these the board of trustees of the state 
society select the winner. Alan Scaife is a trustee of the Eliza- 
beth Steel Magee Hospital, the Woman’s Hospital, the Mellon 
Institute of Industrial Research, the Carnegie Hero Fund Com- 
mission, and the University of Pittsburgh. As a trustee of the 
university, he has devoted much time in furthering the develop- 
ment of the school of medicine and the hospitals comprising the 
University Medical Center. He served in both World Wars. 
The Rotary Club of Lancaster was selected for its part in the 


organization, development and maintenance of its Cleft Palate 


Speech Clinic, which not only corrects the defect in children 
with cleft palate but carries through in speech training and 
renabilitation. 

Dr. benjamin Rush, for whom the award is named, was born 
near Philadelphia in 1743, and became one of the outstanding 
mecical men in history. He was professor of the practice of 
medicine in the University of Pennsylvania, a founder of the 
Philadelphia College of Physicians, a signer of the Declaration 


member of the Continental Congress 


TEXAS 


ot Independence, and a 


Tumor Seminar.—A tumor seminar will be held at Brook« 
General Hospital, San Antonio, October 23, by the San Antonio 
Society of Pathologists. It will be conducted by Dr. Shields 
Warren, Boston, on “Tumors and Diseases of the Reticulo 


Twenty-five cases will be presented. All 
There is no admis 
Stout, Medical 


Endothelial System.” 
pathologists interested are invited to attend 
Inquiries may be directed to Dr. B. F. 
Antonio. 


WASHINGTON 


Annual State Meeting.—The annual convention of the 
Washington State Medical Association will be held at the 
Olympic Hotel, Seattle, October 3-6 under the presidency of Dr 
Albert J. Bowles, Seattle. The program has been arranged 1 
symposiums followed by panel discussions on pediatrics, gyne 
cology, thoracic surgery, surgery (intestinal obstruction), heart 
vessels, orthopedics, liver, roentgen therapy, common psychoses 
practice and ear, nose and throat. Guest 
speakers on the symposiums include: John Rock, Boston, The 
Physiology of Fertilization, and Frederick L. Reichert, Stan 
ford University, Calif., Headaches, Tics and Neuralgias of the 
Head. At the dinner October 3 the guests will be Dr. Roscoe 
L. Sensenich, South Bend, Ind., President of the American Medi 
cal Association, Dr. Morris Fishbein, Chicago, Editor of TH 
Journat, and Dr. John W. Cline, San Francisco, past president 
of the California State Medical Association. The Woman's 
Auxiliary will meet in conjunction with the state association 


WEST VIRGINIA 


Research at the University.—The department of bacteri- 
ology and public hygiene of the West Virginia University 
School of Medicine, Morgantown, has received a grant from 
the division of research grants and fellowships of the U. S 
Public Health Service to be used for the development of sero- 
logic methods for the identification and classification of Actino 
myces bovis. The grant was made to John M. Slack, Ph.D., 
head, department of bacteriology, who has been interested in 
this problem for years. The department of pathology also 
received a U. S. Public Health Service grant of $5,000 to be 
used to expand the cancer teaching facilities. 

County Health Merger.—A tricounty health unit, com 
prising Morgan, Berkeley and Jefferson counties, has been 
organized in the eastern Panhandle to take over the service 
of the part time health unit and nursing services in Morgan 
and Jefferson counties and to improve and extend health 
services in the three counties. Additional clinical services have 
already been arranged, and direct individual service will be 
provided where needed. A budget of $57,000 has been fixed 
by the officials of the three counties. Part of this amount will 
be provided by the state health department with the aid ot 
federal funds. Dr. Garnett P. Morison, Charles Town, whe 
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has been largely responsible for effectiry the merger of health 
services in the three counties, will serve as health director of 
the unit. He has been serving as part time health officer for 
both Berkeley and Jefferson counties. 


WISCONSIN 


Dr. Woolsey Appointed Professor of Physiology.—Dr. 
Clinton N. Woolsey of the Johns Hopkins University School of 
Medicine, Baltimore, has been appcinted to the recently created 
chair, the Slichter Research Professcrship of Physiology, at the 
University of Wisconsin Me''cal School, Madison. Dr. 
Woolsey, a graduate of Johns Hopkins University School of 
Medicine, has served his alma mater successively as assistant in 
physiology, instructor, assistant and associate »rofessor in that 
department. In 1938-1939 he had an appointmc.it as Rockefeller 
Fellow at the Eldridge Reeves Johnson Foundation for Medical 
Physics and a Fellowship in Neurology, both at the University 
of Pennsylvania. The Wisconsin Alumni Research Foundation 
established the Charles Sumner Slichter Research Professorship 
in the Natural Sciences as a memorial of the late Professor 
Charles Sumner Slichter. 

Course in General Medicine.—The University of Wiscon- 
sin Medical School, Madison, is presenting an Intensive Course 
in General Medicine, October 18-22, at the State of Wisconsin 
General Hospital and the medical school. The course will com- 
prise lectures, didactic work and ward rounds, and case demon- 
strations. The anemias, diabetes, dermatologic conditions, 
pulmonary disabilities, gastrointestinal pathology, newer drugs 
and diagnostic methods will be included in the material offered. 
Chis course will be under the general direction of Dr. Ovid O. 
Meyer, chairman of the department of medicine. Maximum 
registration will be fifteen physicians and the minimum eight. 
The fee will be $25. Application should be made immediately 
to Dr. Llewellyn R. Cole, Coordinator of Graduate Medical 
Education, The Medical School, 418 North Randall Avenue, 


Madison (6). 
GENERAL 


Ambulatory Fracture Association.—This association will 
hold its annual meeting at the Mayflower Hotel, Washington, 
D. C., October 4-6 under the presidency of Dr. Homer D. 
lunkin, Chicago. The meetings are open to members and 
guests for discussion of fracture cases and problems, and all 
surgeons are invited to attend. The dinner speaker will be 
Dr. Joseph M. Murray, Ottawa, Ontario, Canada. 

Special Society Meeting.—The annual session of the 
American Otorhinologic Society for Advancement of Plastic and 
Reconstructive Surgery, Inc., will take place at the Palmer 
House, Chicago, October 9, beginning at 6 p.m. Dr. Wayne B. 
Slaughter, Chicago, will speak on “Alar Deformity Due to Hare 
Lip” and Dr. Bert E. Ellis, Indianapolis, Ind., on “Problems 
of the Beginner in Rhinoplasty.” Dr. Jacob Daley, New York, 
is president of the society. 

Meeting of Maxillofacial Surgeons.—The annual meet- 
ing of the American Society of Maxillofacial Surgeons will be 
in Ann Arbor, Mich., September 26-29. Surgical clinics will 
be held each morning at University or St. Joseph's hospital. 
subjects to be discussed include blood loss in surgery of cleft 
lip and palate cases, treatment of mandibular deformities follow- 
ing removal of nonmalignant tumors, water and protein balance 
in preoperated and postoperative management of maxillofacial 
cases and progressive lipodystrophy. The annual dinner will 
be held at the Barton Hills Country Club Tuesday at 7 p. m. 

Lost Narcotic Order Forms.—The Office of the Com- 
missioner of Narcotics, Washington, D. C., has submitted to 
importers, manufacturers and wholesale dealers in narcotics the 
serial numbers of a great many order forms for opium and 
other narcotics which have been lost or stolen and which may 
possibly be in the hands of persons not entitled to them. Impor- 
ters, dealers and manufacturers are cautioned not to fill any 
order for narcotics on which one of the serial numbers listed 
appears and to forward any such order form received at once 
to the Office of the Commissioner of Narcotics. 


_ Meeting to Honor Dr. Bécleré.—The American Society 
tor the Study of Sterility, Eastern Section, will hold a special 
meeting open to members of the medical profession to honor Dr. 
Claude Becleré of the Hospitals of Paris, France. Dr. Bécleré, 
a pioneer in the field of gynecological roentgenology, will deliver 
a paper on “Hysterosalpingography and Sterility,’ October 1 
at 8:15 p. m. at the New York Academy of Medicine, 103rd 
Street and Fifth Avenue. Since seating capacity is limited, those 
desirous of attending are urged to write immediately to The 
American Society for the Study of Sterility, Eastern Section, 
Suite 102, 1160 Fifth Avenue, New York (29), for a ticket of 
admission. 
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Proctologists Meeting.— The annual meeting of the 
National Proctologic Association will be held at the Brown 
Hotel, Louisville, Ky., October 6-8 under the presidency of 
Dr. Paul S. Osborn, Louisville. Besides numerous papers to 
be presented there will be an operative clinic Thursday and 
Friday mornings. The president’s reception and annual ban- 
quet will take place Wednesday evening, with Dr. Alfred J. 
Cantor, Flushing, N. Y., giving the address on “Ambulant 
Proctology.” The registration fee for non-members is $10 
unless one has registered before, in which case it is $25, the 
regular membership fee. 

Science Writing Award.—The Westinghouse Science 
Writing Awards of $1,000 each were presented by the American 
Association for the Advancement of Science at its recent 
annual meeting to Frank Carey, science reporter in the Wash- 
ington Bureau of The Associated Press, and Florence Moog, 
Ph.D., assistant professor of zoology at Washington University, 
St. Louis. Mr. Carey, a newspaper man for seventeen years, 
was granted the best newspaper science writing award for a 
four part series, “Newest Wonder Drug Conquers Dread Scrub 
Typhus,” distributed by The Associated Press. Dr. Moog 
received the best magazine science writing award for an article 
on “The Biology of Old Age,” which appeared in the June 
issue of Scientific American. The purpose of the George 
Westinghouse Science Writing Awards is to encourage high 
standards of science writing in newspapers and magazines and 
to stimulate interest in young writers in making a career of 
science writing. The awards competition are administered by 
the American Association for the Advancement of Science. 

Incidence of Poliomyelitis.—According to the U.S. Public 
Health Service as of September 9, the largest weekly total of 
reported cases of poliomyelitis this year was recorded for the 
week ended September 4—1,512 as compared with 1,412 the pre- 
The five year median for the week is 956 cases. 
10 or more cases (aggregating 134 cases) were 
seven states, as follows (last week’s figures in 
parentheses): California 264 (226), Illinois 87 (62), Indiana 
29 (19), Tennessee 34 (18), New York 101 (87) (decline in 
New York City from 52 to 49), South Dakota 21 (10) and 
Kansas 28 (18). The incidence increased slightly in North 
Carolina from 133 to 138 but declined in Texas from 71 to 52. 
Only nineteen states reported more than 20 cases for the week 
ending September 4 and only 25 states reported more than 100 
cases to date. Total cases reported to date are 12,666, as 
compared with 3.834 in 1947, 12,434 in 1946, and a five year 
median of 6,156 for the corresponding period. Although more 
cases have been reported to date than for the corresponding 
period in 1946, and the peak week of 1946 came earlier than 
usual, i. e., the week ended August 17, a prediction at this 
time regarding the final figure tor this year would be hazard- 
ous, as the rate of decline following the peak week is not 
constant. In 1946 the decline was rather slow, and almost 
twice as many cases were reported after the peak week as 
up to the end of that week, while in 1944 the numbers of cases 
were approximately equal for the two periods, and in 1947, 


vious week. 
Increases of 
renorted in 





1945 and 1943 more cases were reported during the first 
period. 
- 
Marriages 
FRANKLIN Ropert Situ, Milwaukee, to Miss Lenore 


Anderson of River Falls, Wis., at Rochester, Minn., June 5. 


Beecher WutttAM Leversee, Rexford, N. Y., to Miss 
Charlotte Ann Fegan of South Bend, Ind., June 19. 
FLETCHER ALLEN MILLER, lowa City, to Miss Barbara 
Leontine Sheridan at Hartford, Conn., June 12. 

GLENN WALTER PENNINGTON to Miss Mary Justine 
McDevitt, both of Charlotte, N. C., May 8. 

Micnaet R. Scurry to Miss Mary Louise McQueeney, 


both of Bridgeport, Conn., May 15. 

HUNTER MERRILL Brown to Miss Caroline Tardy Matthews, 
both of Birmingham, Ala., May 5. 

Paut Karirk JR., Hazelton, Pa., to Miss Elizabeth Jane 
Rineard of Harrisburg, June 25. 

Joun Lort Boyer, Arendtsville, Pa., to Dr. Mary FRANCES 
VastTine of Philadelphia, June 2. 

Ropert CANNON SAMPLE to Miss Frances Lyle, both of 
Hendersonville, N. C., May 1. 

RayMOND Everett Miter, Trenton, N. J., to Miss Enid 
Fenton of New York, May 16. 
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Deaths 


Richard Pearson Strong ® professor of tropical medicine 
emeritus at the Harvard Medical School and the graduate 
school, died at his home in Boston, July 4, aged 76. Dr. Strong, 
born in Fortress Monroe, Va., March 18, 1872, was graduated 
from Yale, and later received his medical degree trom Johns 
Hopkins University School of Medicine, Baltimore, in 1897. 


The following year, he joined the U. S. Army, serving as an 
ssistant surgeon and as president of the board for investigation 
ical diseases in the Philippine Islands from 1899 to 1901 
He established and directed the work of the Army Pathological 
Laboratory and directed the Government Biological Laboratory, 
Manila, from 1901 to 1913. He resigned from the army in 1902 
3 Dr. Strong was sent by the government to Berlin, 
e studied at the University of Berlin and the Berlin 

nstitut f Contagious Diseases and conducted scientific inves- 
ution From 1910 to 1913 he was chief of the medical 


rtment of the Philippine Islands General Hospital, and 
professor of tropical medicine at the 
of the Philippines College of Medicine; in 1913 he 

epted a similar position at Harvard In 1915 he was 
uppointed director of the American Red Cross and International 
Sanitary Commissions, leading the expedition to Serbia to 
bat an epidemic of typhus. In ensuing years he led expedi- 


1907 to 1913 was 


tions into Africa, Central America, the Amazon region and 
Peru for investigations of tropical diseases. He was a member 
the medical advisory board Council of National Defense and 
mber of the foreign service committee of the National 
Research Council which visited France and England in April 
studying origin and development of scientific activities in 
ection with wartare From 1919 to 1920 he was medical 

tor of the League of Red Cross Societies. He was awarded 

t Distinguished Service Medal and was made Companion ot 


Bath, Officer of the Legion of Honor, member of the Chinese 
he Striped Tiger, and Grand Officer of the Serbian 


t St. Sava He vas elected in 1923 vic president 

N (Medi Sciences) of the American Association 
\dvancement of Science, president of the Association 
American Physicians, 1925-192 American Academy of 
cal Medici 193 \merican Society of Tropical Medi- 


914, American Society of Parasitologists in 1927 and an 
llow of the Royal Society of Tropical Medicine and 
He was a trustee of the Carnegie Institution 

ember of many scientific societies He had served as 
to the meetings of numerous international organiza 
president of the section of tropical medicine 
nd giene of the Royal Institute Public Health Congress at 
Rordeaux, France, Tune 1924. In 1939 he received the Theobald 
Smith Medal of the American Academy of Tropical Medicine. 
Dr. Strong was a member of the Council of the Massachusetts 
partment of Health from 1921 to 1942. In 1944 he was the 

t recipient of the Richard Pearson Strong Medal of the 
American Foundation of Tropical Medicine During World 


War II, he was consultant on tropical medicine to the secretary 
var and with the rank of colonel in the medical corps, Army 
f the United States, served as director of tropical medicine 


from 1942 to 1945 at the Army Medical School, for which 


service he Was awarded the Legion of Merit. He was awarded 
honorary degrees from Harvard and Yale universities. He was 
the author of a textbook, “Diagnosis, Prevention and Treatment 
on Tropical Diseases,” and of reports on tropical diseases and 


peditions to South America and Africa. 

William Edgar Lower ® Cleveland, died at his home June 
17. aged 81. Dr. Lower was born in Canton, Ohio, May 6, 1867. 
He graduated from the University of Wooster Medical Depart- 
ment, Cleveland, in 1891 and began practice in Cleveland the 
following year. In 1900, during the Philippine insurrection, he 
served in the U. S. Army there as an assistant surgeon. During 
World War I he first served in the U. S. Army as a major and 
issistant surgical director of the Lakeside Base Hospital unit 
in service with the British Expeditionary Force in France; he 
was promoted later to lieutenant colonel and made the unit’s 
ommanding officer. Dr. Lower was a specialist certified by the 
American Board of Urology, a member of the founders group 
of the American Board of Surgery and in 1909 a member of 
the House of Delegates of the American Medical Association. 
He was a member and past president of the American Urological 
\ssociation, American Association of Genito-Urinary Surgeons, 
Ohio State Medical Association; Cleveland Academy of Medi- 
cine, Clinical Society of Genito-Urinary Surgeons and the 
Interurban Surgical Society. He was a member of the Society 
of Clinical Surgery, Société Internationale de Chirurgie 
Urologie and the American and Southern Surgical associations 


ard a fellow of the American College of Surgeons. In 1896, 
when Lutheran Hospital was founded, he became a member of 
its first surgical staff, and for twenty-four years was its chief 
of staff. He had since remained as an attending surgeon, and 
in 1946 completed his fiftieth year of association with the hos- 
pital. From 1910 to 1931 Dr. Lower was associate professor 
of genitourinary surgery at Western Reserve University School 
of Medicine and associate surgeon at Lakeside Hospital. From 
1916 to 1924 he was director of surgery at Mount Sinai Hos- 
pital. On Feb. 5, 1921, Dr. Lower with Drs. George W. Crile, 
Frank E. Bunts and john Phillips, founded the Cleveland 
Clinic Foundation; in June 1°24 a hospital building was opened, 
where he had since served as surgeon. In 1945 Dr. Lower 
received the Cleveland Academy of Medicine’s distinguished 
service award tor outstanding service to organized medicine, 
and in 1938 he endowed an academy lectureship. He was the 
author of many studies on advanced surgical practices 

Henry R. Bell, Oakland, Calif.; University of Maryland 
School of Medicine, Baltimore, 1879; died June 30, aged 94, of 
acute dilatation of the heart. 

Jules L. Bierach, Beach Haven, N. J.; University of 
Louisville (Ky.) School of Medicine, 1910; died June 24, aged 
60, of coronary thrombosis 

Albert Irving Bouffleur ® Beverly Hills, Calif.; Rush 
Medical College, Chicago, 1887; fellow of the American Col 
lege of Surgeons; formerly on the faculty of his alma mater 
served in France during World War I; retired in 1941 as 
chief surgeon of the Chicago, Milwaukee, St. Paul & Pacifi 
Railroad after thirty years in that position; died June & 
aged &3, of cerebral hemorrhage. 

William W. Calhoun, Arlington, Ga.; University of the 
South Medical Department, Sewanee, Tenn., 1901; died May 13 
aged 72, of coronary occlusion 

James H. Campbell, Bardstown, Ark.; University of Louis 
ville (Ky.) Medical Department, 1891; member of the America: 
Medical Association; died m Memphis, Tenn., June 19, aged 78 
of arteriosclerosis 

George Ryckman Carson ® San Francisco; Cooper Med 
ical College, San Francisco, 1901; an Affiliate Fellow of th 
American Medical Association; served on the staff of the 
Southern Pacific General Hospital, where he died June 15, aged 
72, of arteriosclerosis 

J. Preston Christie, North Madison, Ind.; Indiana Medical 
College, School of Medicine of Purdue University, Indianapolis, 
1907; died June 2, aged 65, of arteriosclerotic heart disease 

D. Fletcher Coffey, Pana, Ill.; the Hahnemann Medical 
College and Hospital, Chicago, 1902; member of the American 
Medical Association; on the staff of the Huber Memorial Hos- 
pital; died June 12, aged 72, of coronary disease. 

Henry Lewis Cooper @ Denver; University of Colorado 
School of Medicine, Denver, 1920; assistant professor of medi- 
cine at his alma mater; fellow of the American College of Phy- 
sicians; served as a major in the medical corps, Army of the 
United States, during World War II; member of the staff ot 
Mercy Hospital; on the advisory staff and board of directors 
of the National Jewish Hospital; died June 23, aged 51, of 
coronary disease 

Morris B. Cooperman @ Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1907; member of the American 
Academy of Orthopedic Surgeons; assistant professor of ortho- 
pedic surgery at the University of Pennsylvania Graduate School 
of Medicine; affiliated with the Northern Liberties Hospital 
and the Mount Sinai Hospital, where he died June 26, aged 64, 
of ruptured abdominal aortic aneurysm. 

John Raymond Crum, Stanwood, Iowa; Bennett Medical 
College, Chicago, 1908; member of the American Medical Asso- 
ciation; died May 4, aged 59. 

McOyd Currie, Monticello, Miss.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1927; died June 1, 
aged 48, of carcinoma. 

James Russell Davey Jr., Easton, Pa.; Temple University 
School of Medicine, Philadelphia, 1942; member of the American 
Medical Association; interned at the Hospital of the Protestant 
Episcopal Church in Philadelphia; an officer in the medical 
corps of the U. S. Naval Reserve during World War II, serving 
a residency at the Naval Hospital in Philadelphia; on the staff 
of Easton Hospital, where he died June 5, aged 30, of probable 
coronary occlusion due to coronary spasm. 

W. Andrew Dutt, Belding, Mich.; Bennett Medical College, 
Chicago, 1885; died in St. Mary’s Hospital, Grand Rapids, 
June 15, aged 88, of cerebral hemorrhage and arteriosclerosis. 
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Byron Wallace Eakin, Blacksburg, Va.; University of 
Maryland School of Medicine, Baltimore, 1903; formerly vice 
president and president of the Raleigh (W. Va.) County Medi- 
cal Society; died May 28, aged 73, of a malignant condition 
of the liver. 

Lewis Shepard Fisher, Kansas City, Kan.; University of 
Kansas School of Medicine, Kansas City, Kan., 1907; member 
of the American Medical Association; served during World 


War I; on the staffs of Bethany and Providence hospitals; died 
June 26, aged 65, of carcinoma of the left lung. 
Eloise M. Grosenbaugh Foltz @ Perry, Iowa; Bennett 


Medical College, Chicago, 1894; died May 13, aged 82, of 


coronary thrombosis. 

George William Gindele, Chicago; College of Physicians 
nd Surgeons of Chicago, School of Medicine of the Uni- 
rsity of Illinois, 1910; died June 13, aged 75, of cerebral 
hemorrhage. 

Oscar Gray, Little Rock, Ark.; University of Arkansas 
School of Medicine, Little Rock, 1904; member of the American 
Medical Association; died June 30, aged 73, of coronary 

lusion. 

Frederick Howell Greene ® Poughkeepsie, N. Y.; Albany 
\. Y.) Medical College, 1897; on the courtesy staffs of St. 
rancis Hospital and Vassar Brothers Hospital, where he died 
ine 12, aged 76, of adenocarcinoma of the rectum. 

Alexander Viets Griswold, Louisville, Ky.; University of 

uisville Medical Department, 1886; member of the American 
\fedical Association; died June 23, aged 85, of pulmonary 
morrhage 

Arthur H. Gross © Bellevue, Pa.; Western Pennsylvania 

dical College, Pittsburgh, 1906; served during World War I 

| a member of the draft board during World War II; for- 

rly vice president of the Allegheny County Medical Society ; 
mber of the House of Delegates of the American Medical 
sociation in 1928; on the staff of Suburban General Hospital ; 
| June 7, aged 64, of carcinoma of the stomach and pancreas. 
Collett Eugene Harrington, Dallas, Texas; St. Louis Col- 
7? Physicians and Surgeons, 1919; member of the American 

lical Association; died in the Parkland Hospital June 25, 

| 70, of uremia and coronary occlusion. 

Herbert Pliny Haskin ® Williamsport, Pa.; Jefferson 
ledical College of Philadelphia, 1891; on the staff of Williams- 

t Hospital; died June 21, aged 82, of heart block. 

Charles Edward Herman, Carnegie, Pa.; University of 
‘ittsburgh School of Medicine, 1911; member of the American 

dical Association; served as president of the Peoples Bank; 
athliated with Haddon Hospital in Pittsburgh; died June 16, 
aged 61, of carcinoma of the pancreas. 

Ralph Halladay Hewitt ® New London, Conn.; Columbia 
University College of Physicians and Surgeons, New York, 
1909; member of the Medical Society of the State of New 
York; affiliated with Gouverneur Hospital in New York; died 
in the Veterans Home in Rocky Hill, June 21, aged 66, of 
pulmonary emphysema and fibrosis. 

John Herman Holm, Kenosha, Wis.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1907; died June 18, aged 68, of coronary thrombosis. 

Richard Dale Hopkinson ® Jenkintown, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1912; on the 
visiting staff of the Abington (Pa.) Memorial Hospital, where 
he died June 12, aged 61, of pulmonary embolism. 

Lawrence Francis Isenhart ® Mount Carroll, Ill; Uni- 
versity of Illinois College of Medicine, Chicago, 1927; formerly 
health officer of. Mount Carroll; affiliated with Jane Lamb 
Hospital in Clinton, Iowa, St. Francis Hospital, Freeport, and 
Savanna City Hospital in Savanna; died June 11, aged 49, of 
coronary thrombosis. 

Bernard Aloysius Jansing ® Westphalia, Texas; St. Louis 
College of Physicians and Surgeons, 1908; died in the Torbett 
Hospital, Marlin, June 17, aged 68, of heart disease. 

George F. Johnson, Providence, R. I.; College of Phy- 
sicians and Surgeons, Baltimore, 1906; deputy superintendent 
of health for the city of Providence; on the consulting staff of 
St. Joseph’s Hospital, where he died June 17, aged 73, of pan- 
creatitis and hepatitis. 

Robert Armstrong Kidd Sr., ® Columbus, Ohio; Ohio 
Medical University, Columbus, 1901; member of the American 
Psychiatric Association; for many years superintendent of the 
McMillen Sanitarium; member of the staff of Mount Carmel 
Hospital; a founder of the National Association of Private 
Psychiatrie Hospitals; died June 19, aged 71, of coronary 
thrombosis. 
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Oscar Thweatt Kirksey ® Colonel, M.C., U. S. Army, 
Fort Monroe, Va.; University of Texas School of Medicine, 
Galveston, 1917; entered the medical corps of the U. S. Army 
in November 1918; served during World Wars I and II; post 
surgeon and commanding officer of Station Hospital, where he 
died May 21, aged 58, of coronary thrombosis. 

George Klein ® Norwood, Mass.; Tufts College Medical 
School, Boston, 1914; member of the American Society of 
Anesthetists; affiliated with the Faulkner Hospital in Boston 
and the Norwood Hospital, where he died June 18, aged 57, of 
coronary thrombosis. 

William Rudolph Knoefel, Hot Springs National Park, 
Ark.; University of Louisville (Ky.) Medical Department, 1895; 
died June 14, aged 76, of coronary thrombosis. 

Aubrey Francis Lawson ® Weston, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1911; fellow of the Amer- 
ican College of Surgeons; served in France during World 
War I; medical superintendent and owner of the General Hos- 
pital; died June 20, aged 61, of heart disease. 

Robert Richard Lee ® Martinsville, Va.; College of Phy- 
sicians and Surgeons, Baltimore, 1893; on the staff of Martins- 
ville General Hospital, where he died June 6, aged 79, of 
intestinal hemorrhage. 

Frederick Leighton @ Niagara Falls, N. Y.; University 
of Michigan Department of Medicine and Surgery, Ann Arbor, 
1909; past president of the Niagara Falls Academy of Medi- 
cine; on the staffs of Mount St. Mary’s Hospital and Niagara 
Falls Memorial Hospital, where he died June 6, aged 63, of 
carcinoma of the prostate with metastasis and cardiac failure. 

Anton Frederick Mannel, Center Moriches, N. Y.; Uni- 
versity and Bellevue Hospital Medical College, New York, 
1914; died June 22, aged 57, of heart disease. 

Arthur White Marsh ® Worcester, Mass.; Harvard Medi- 
cal School, Boston, 1895: member of the New England Sur- 
gical Society; fellow of the American College of Surgeons; 
on the staff of Worcester City Hospital, where he died June 
24, aged 81, of coronary infarction. 

William Lucius May ® Birmingham, Ala.; Memphis 
(Tenn.) Hospital Medical College, 1897; died June 10, aged 
73, of cerebral hemorrhage. 

John Richard McPeake, Milton, Mass.; College of Phy- 
sicians and Surgeons, Boston, 1907; affiliated with Faulkner 
Hospital in Boston and the Milton Hospital and Convalescent 
Home; died June 12, aged 77, of injuries received in a fall. 


Malcolm McPhail @ Great Falls, Mont.; University of 


Toronto Faculty of Medicine, Toronto, Canada, 1895; died 
June 12, aged 80, of coronary thrombosis. 

William Alexander Pickens, Bentonville, Ark.: Uni- 
versity of Arkansas School of Medicine, Little Rock, 1910; 


member of the American Medical Association; county health 
officer ; on the staff of Bates Memorial Hospital; died suddenly 
in June, aged 64, of heart disease. 

Giles Scammon Porter, Los Angeles; Chicago Homeo- 
pathic Medical College, 1900; served as director of public 
health, California State Board of Health and as assistant dis- 
trict health officer in Los Angeles County; died in Santa 
Monica June 25, aged 78, of coronary artery disease. 

Willis Ashton Tenney, Granville, N. Y.; University of 
Vermont College of Medicine, Burlington, 1877; member of the 
American Medical Association; for many years head of the 
board of education; died in Rye June 12, aged 95, of coronary 
arteriosclerosis. 

Jacob L. Urheim, Chicago; Bennett Medical College, Chi- 
cago, 1891; served on the staffs of the Cook County and the 
Lutheran Deaconess hospitals; died June 16, aged 93, of pneu- 
monia following fracture of the hip in a fall. 

Louis George Visscher @ Los Angeles ; Julius- Maximilians- 
Universitat Medizinische Fakultat, Wiirzburg, Bavaria, Germany, 
1891; Rijks-Universiteit te Leiden Faculteit der Geneeskunde, 
Netherlands, 1898; an Affiliate Fellow of the American Medical 
Association; died June 19, aged 83, of enlargement of the pros- 
tate, arthritis and heart disease. 

Lewis Jerome Weishew ® Oswego, IIl.; Chicago College 
of Medicine and Surgery, 1912; died June 30, aged 57, of 
coronary occlusion. 


NOTE 


In THe Journat, September 18, page 227, the incorrect pic- 
ture for Capt. Alexander A. St. Clair, M. C., A. U. S., appeared 
in a number of copies. The correct picture will be published in 
the October 2 issue. 








Foreign Letters 


LONDON 


Aug. 21, 1948. 


International Conference on Mental Hygiene 


Over 1,600 delegates from forty-six nations attended the 
International Conference on Mental Hygiene It made a new 
departure at su nternational gatherings by tackling the most 
important problem faced by medicire, the treatment of a sick 
vorld, so as to promote good feeling among nations. Lord 
Addison (once an anatomist), who was the first Minister of 
Health in this country, spoke on behalf of the Government. He 
said that advances in the physical sciences had presented the 
vorld with its greatest question, whether we should make the 
best use of the physical powers provided by science, or allow 
them to be prostituted by wat Wars begin in the minds of 

‘ is 1 the minds ot mi that the detences ot peace 

ist | structed 

Mr. R. A. Butler, M.P., president of the National Association 
for Mental Health, said that there is more unknown territory 
to eX] n the mind of man than remains undiscovered on 
the terrestrial glob Moreover, the minds of men are thrown 
out of balance by the recent war and economic distress. Even 
in mtries whos avs of life and belief appear to be intact, 
the most ordered and disciplined intellects are appalled that man 
is a prey to engines of destruction which he was proud to invent 


but is now unable to control 

Dr. F. Fremont-Smith, vice president for the United States 
of the International Committee for Mental Hygiene, said that 
today there is available new knowledge of the forces which 
impose on groups unhealthy attitudes which constrict, distort 
and hide from view the great capacities for love and affection, 
for friendship and cooperation, which are natural to all human 
beings. Can man’s increasing knowledge of his own behavior 
save mankind 

Professor Henrique Roxo, of the University of Brazil, said 
that abnormalities in action are often the testimony of mental 
illness. Interpreting the facts that followed war, one cannot be 
surprised if, instead of peace and tranquillity, one finds unjusti- 
fiable revolutions, unnecessary strikes, attitudes of aggressiveness 


xi sometimes an unbelievable tendency to suppress the freedom 


ort il 

Dr. Carl Binger, of Cornell University, said that chief con- 
cern of the Congress should be the prevention of war. The 
greatest of all human problems cannot be solved by moral 


exhortation: We need to know more about the transmission 
of war fever, how the infection spread and why it is no longer 
a localized endemic but so quickly reached pandemic or global 
know how to isolate the source of 


proportions. We need te 
infection. Medical and social students who specialize in the 
study of man and his relations must marshall all knowledge and 
our best intelligence to grapple with the problem of how to 
prevent war; how to interfere at every possible point with its 
spread, 
International Congress on Child Psychology 

Representatives of fifty-three nations assembled in London 
for the International Conference on Child Psychology as part 
of the International Congress on Mental Health. Dr. F. H. 
Allen, president of the Orthopsychiatric Association of America, 
opened a discussion on aggression in relation to emotional 
development. He said that the basic birthright of every child 
is to become throngh his own experience an individual in his 
own right. The more devastating frustrations develops through 
denying the child the support which he needs to achieve a healthy 
sense of himself in the culture into which he was born. Over- 
possession and protection of the child from all anxiety, holding 
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him in the vise of parental care, frustrate the growth potential, 
paralyzing aggressive action in early years, and might lead later 
to desperate efforts to cut the ties which bind parents and child 
together. The more a child can be helped to live out in real 
life the feeling which arises in the growth process, the healthier 
will be the result, but there remains an important place for 


fantasy in every child's life. 


BUENOS AIRES 


(From Our Regular Correspondent 


August 4, 1948. 
Gram-Negative Bacteria of the Respiratory Tract 


Drs. Castex, Capdehourat and Rechniewski reported before 


1 


the National Academy of Medicine their investigation of 378 
Strains of gram-negative bacteria isolated from 1,000 samples 


of subacute and chronic processes, localized in different parts of 


the respiratory apparatus (41 from nasal fossas, 123 from para 
nasal sinuses, 55 from pharyngeal secretion, 129 from sputum 
30 from pus of pulmonary abscesses and of pleurisy). TI 


bacterial species found were Escherichia coli (25 cases), Proteus 
vulgaris (48 cases), Aercbacter aerogenes (20), Klebsiella pneu 


239), Pseudomonas aeruginosa (20), and 23 which couk 


mecmae { 
not be classified. This investigation discloses that in compari- 
son with observations made before the era of the antibiotics and 
sulfonamide drugs the gram-negative bacteria have increased 
in frequency and quantity. Their abundance is apparent not 
only from the diminution of gram-positive bacteria, but also 
trom a real increase in the gram-negative. This is related to 
the use of antibictics and sulfonamide compounds which hay 
a known influence on the gram-positive flora. The authors 
advise not to use any antibiotic treatment in infectious diseases 
of the respiratory tract, as trivial as they may seem to be, 
without knowing previously the nature of the responsible germs 
and the degree of their sensitivity to the medicament which 
presumably would be efficient. When such diseases continue 
for a long time in spite of treatment, periodic bacteriologic 
examinations should be carried out to find out the influence 
of the administered drug. According to the authors, the extra- 
ordinary use made of penicillin has determinated the increase 
of the chronic refractory processes, originated, at least partly, 
by the gram-negative bacteria which are insensible to its action. 
For this reason, it would not be wise to treat a patient exclu- 
sively with penicillin or sulfonamide compound, when a primary 
or secondary gram-negative flora exists, and particularly when 
it is prevailing. Penicillin and sulfonamide compounds must 
therefore be used with great caution. 

Furthermore, the authors observed that in the serious respira- 
tory diseases of putrid and gangrenous character, the gram- 
negative bacteria coexist constantly with the anaerobic germs. 
The gram-negative germs are the most difficult ones to 
extinguish therapeutically; often they are the residual flora 
which is responsible for the incurability of a chronic process. 
If antibiotics are used against these gram-negative germs, it 
must be done from the beginning in efficient, elevated doses. In 
many cases streptomycin is preferable to penicillin. The men- 
tioned species of gram-negative bacteria frequently cause intense 
cutaneous reactions together with others of symptomatic focal 
type (allergic). The gram-negative germs, especially Esch. 
coli, produce penicillinase, which inactivates penicillin. With 
the increase of the gram-negative germs the production of 
penicillinase also increascs, thus decreasing more and more the 
effect of penicillin. 

Persistent Paroxysmal Ventricular Tachycardia 

Drs. F. V. Gaspary, P. R. Tuero and R. Garcia Turiella of 
Rosario observed a male 18 years old who presented, as initial 
symptom of a general infeciious process, paroxysmal ventricular 
tachycardia. 

The electrocardiogram evidenced alterations of form of the 
ventricular complexes of ventricular paroxysmal tachycard.a, 
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during the different days, with four types of complexes which 
appeared in irregular succession. This tachycardia presented 


retrograde ventriculoauricular conduction, at the beginning 
regular and later on with incomplete block of the type 2/1. 
The tachycardia disappeared when high doses of quinine (for 
lack of quinidine) were given, but reappeared each time imme- 
diately after the administration of the drug was diminished or 
increased. When the rhythm became regular the post-tachycardiac 
syndrome appeared, and furthermore P waves of high voltage, 
which are considered a part of this syndrome. The tachycardia 
is interpreted as a manifestation of the infectious process the 
etiology of which is unknown. The patient died of an unknown 


infection of peritoneal type. 


Brief Items 
Prof. Dr. C. Bonorino Udaondo has been elected president 
the National Academy of Medicine for 1948-1949, 
The Argentine Government has given 36,000,000 pesos to the 
City of Buenos Aires for improvement of the hospital services. 


GERMANY 
(From Our Regular Correspondent) 
Aug. 24, 1948. 


Medical Mission to Germany 
To fill 


litler 


the German academic world which the 


régime left by isolating Germany from the rest of the 


the gap in 
world, the Military Government promotes the reestablishment 

ontacts with members of the German medical profession and 
the exchange of information on medical advances made during 
the past ten years. 

Sponsored by the Cultural Affairs Adviser to the Military 
the 
Office of Military Government, United States, the Unitarian 
Service Committee, the Service Branch of the Unitarian Church 


Governor and Education and Cultural Relations Division, 


of America, sent a medical mission to Germany headed by Dr. 
Krayer, German-born head of the department of pharmacology, 
Medical School. 
B. Phemister, vice chairman of the mission, professor emeritus 
of surgery, University of Chicago; Howard C. Taylor Jr., pro- 


Harvard The group consists of Drs. Dallas 


fessor of obstetrics and gynecology, Columbia University College 
of Physicians and Surgeons, New York; David G. Cogan, 
director of the Howe Laboratory of Ophthalmology, Harvard 
Medical School; Herman De Wilda, instructor in clinical den- 
tistry, Harvard Medical School; John T. Esdall, associate pro- 
fessor of biological chemistry, Harvard Medical School ; George 
Keble Hirst, chief of the division of infectious diseases, Public 
Health Research Institute, New York; Francis D. W. Lukens, 
director of the George S. Cox Medical Research Institute, Uni- 
versity of Pennsylvania; Benjamin H. Robbins, head of the 
department of anesthesiology, Vanderbilt University School of 
Medicine, Nashville, Tenn.; Carl F. Schmidt, professor of phar- 
Pennsylvania School of Medicine; 
W. Strauss, director of professional education and 
research at Veterans Hospital, Ky.; Joseph F. 
Volker, dean of the Tufts College Dental School, Boston; 
William M. Wallace, assistant professor of pediatrics, Harvard 
Medical School, and Friedrich Wassermann, 
anatomy, University of Chicago. 

Thus far, the group has lectured in Frankfurt, Berlin, Goet- 
tingen and Munich. It will visit Tuebingen, Freiburg and 
Heidelberg before leaving for New York early in September. 
The mission was unable to enter the Russian Zone, but has made 
contacts of an informal nature with German medical scientists 
in the Russian as well as in the United States, British and 
French sectors of Berlin. 

According to Dr. Krayer, the biggest surprise of the German 
dectors was expressed with respect to the large scale of blood 


macology, University of 
Erwin 


Lexington, 


professor of 
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banks and transfusions in the United States. They were eager 
to learn about the technics employed in that field. 

The mission not only has benefited German medical science 
but has also contributed to the lifting of the morale of the 
German medical profession by demonstrating that the United 


States is eager to resume normal professional and cultural 
relations with Germany. 
Nutrition in Western Germany 
Now, two months after the introduction of the currency 


reform in Western Germany, it can be stated that it has had 


a most beneficial effect on the food situation. There was no 
unrationed food available on the market prior to the new cur- 
rency. Almost overnight this picture changed radically. Fresh 
fruit and vegetables appeared in stores and market places and 
found ready buyers. The population was so stunned by this 
miracle-like change that people spent their Kopfgeld (45 German 
marks which were given to each person who turned in the 
equ.valent amount of old currency) for buying unrationed food 
irrespective of its high prices. In the weeks following, they 
became more conscious that they could not long afford to pay 
these prices, and buyers’ strikes, organized by the trade unions, 
started all over the zones. They continued for about two weeks. 
The result of these strikes was a general lowering of the price 
Only yesterday, this corre- 
the fruit 


vegetable market of the once famous, now partly destroyed, but 


level, between 10 and 50 per cent. 


spondent spent an hour in roaming through and 
nevertheless bustling city of Wiesbaden and found an abundance 
of plums, pears, apples, tomatoes, onions, cucumbers, cabbage, 
lettuce and many other edibles at reasonable prices, a thing 
absolutely unheard of in Germany only two months ago. 

The crop, owing to the favorable weather during the summer, 
is abundant. The rationing of potatoes, Germany's most impor- 
tant staple food, has been lifted as of August 18, and there is 
reason to beiieve that bread and flour will shortly be taken off 
list. A great scarcity continues in meat, fats an: 


milk, but it can fairly be stated that in Western Germany the 


the ration 


food situation has tremendously improved since the currency 
reform. The barriers between the three Western zones have 
been lifted for Germans as of August 20, and persons and goods 
United States, British and 
This, too, cannot fail to influence favorably the 


can freely circulate between the 
French zones. 


recovery of Western Germany. 


Medical News from Berlin 

Unlicensed Doctors Detected.—Since the end of the war, the 
3erlin bureau of health has detected and had punished 128 
persons who practiced medicine without license. During the 
same time, 40 physicians, 11 midwives and 1 nurse were indicted 
for illegal abortions. Fifty persons, among them 35 physicians, 
were punished for violations of the narcotic law. 

Infectious Diseases in Berlin —This is a review of the most 
important infectious diseases (number of new cases) in Berlin 
since the end of the war: 








Dysen- Polio- 
Typhoid tery myclitis Syphilis Gonorrhea 
Second half of......1945 16,6.6 15,182 eS ‘gates Weakest 
1946 3,475 3,125 ho] 12,038 32,841 
1947 1,084 1,831 2,426 9,007 18,533 
January.......... . 1948 46 28 29 647 1,537 
po, eee 1948 41 28 17 562 1,314 
Pins oko caceesnes 194s 35 45 12 dis 1,135 
Be ckes ictus cacacce 1945 3y 26 24 492 Lél4 
Pe tanked anhibe én ial 1948 49 48 y 557 1,279 





The numbers for May are not complete. There were 2,995 


new cases of tuberculosis reported in April, as compared with 
2,515 in Marca; 561 Berlin residents died from tuberculosis 
in April. 





Correspondence 


MEDICINE AND THE ARMY 


A Letter from the Surgeon General of the Army 


To the Editor:—In Tue Journat of Aug. 7, 1948, there 
appeared an editorial on “Medical Service with the Armed 
Forces.” Increased interest in this subject is evidenced by 


various editorials and other comments in newspapers through- 
out the country. The editorial touched on a host of considera- 
tions arising out of the recent war, the contemporary situation, 
and more particularly those precipitated by the passage of the 
Inevitably the 


Service Act by the 80th Congress. 


analysis of these problems from the 


Selective 
editorial approached the 
viewpoint of organized medicine. Perspective is always a ques- 
tion of the position of the viewing subject to the perceived object. 
For 


civilian medicine the picture as seen by the 


this reason I welcome the opportunity to place before 


\rmy 


Chere is no point, if one is interested in solving a problem, 


to make it difficult when in essence it is simple. Now the prob- 


lem that faces the armed forces at present, as far as medical 


care is concerned, is remarkably simple, no matter how difficult 
work out solution. 


passage of the 


it may be to a satistactory 


Even before the recent peacetime Selective 


Service Act the combined size of the 
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and Air Force but makes no provision for increased medical 
support. 

It is inconceivable that the American public will permit a 
specific personnel shortage to endanger its security. Nor will 
it tolerate a solution based on a deliberate deterioration in the 
quality of medical service provided for men in the armed forces 
who are serving at home and abroad. There is a specific pro- 
vision in the Selective Service Act which states that no man 
may be inducted until provision has been made for adequate 
medical care. 

The armed forces have a responsibility to do their utmost to 
conserve such a valuable and scarce resource as medical per- 
sonnel. It is gratifying to note that the strenuous efforts that 
the Army Medical Department has made since the end of the 
war to operate efficiently and economically were pointed out in 
your editorial. We have been working intimately over the past 
year with our civilian consultants who are leaders in American 
medicine, to that their 
counsel in keeping our medical standards at the highest level 
We hope that the American 


insure we benefit from advice and 
and in estimating our requirements. 
Medical Association will avail themselves of our invitation t 
review We 
these requirements as low as we believe possible, but we will 


critically our estimated requirements. have cut 
not cut our medical standards. 
At the time of the Congressional hearings on the Selective 


Service Act, the Army requested per- 





Army and the Air Force had been set 


for occupation duties at approximately 
than five times the 


1.000.000—more 


size of the prewar military establish- 


ment The Medical Corps of the 
Regular Army was not permitted to 
recruit new members during the war, a civilian status with 


so that its size at the end of the war 
was actually smaller because of death 
and retirement than it had been at the 


hostilities. 


outbreak of ington 25, D. C. 


Physicians interested in serving on 
active duty for periods of at least 
six months or for longer periods and on 
physicians who are interested in full 
time or part time medical service on 


Medical Department are requested to 
write to The Surgeon General, U. S. 
Army (Personnel Division), Wash- 


mission to draft certain categories of 
doctors for short tours of duty with 
the Army. This request 
the knowledge that 


was based 
the medical 
resources which it had available would 


soon be 


current strength, not to mention the 


inadequate to support the 
the Army 
increases which would follow the pas- 
sage of the draft. 

It seems a reasonable prediction that 
the Army for the present and the im- 


mediate future will in some degree 











The corps has grown but not nearly 
fast keep with the 
vastly increased requirements precipitated by 
fivefold expansion in the combined strength of the Army and 

Until now the situation did not reach crisis pro- 
This was because the Army was permitted to retain 


enough to pace 


the more than 


Air Force. 
portions 

on active service, or call to active service for a tour of duty 
of about two years, recent graduates of medical schools who 
had been deferred from wartime This deferment 
enabled ‘them to complete their medical education, and this 


service. 


education was in most cases paid for in whole or in part by 
the Government. The wartime legislation which obligated this 
group (ASTP students) for two years of Army service was 
terminated by law in June 1946, and was limited to graduates 
before that date 

Informed individuals have known, however, that a critical 
situation was in the making which would sooner rather than 
later force the country to decide between a basic revision in its 
military policy and the devising of extraordinary measures to 
provide the armed services with adequate medical personnel. 
Congress was put on notice not once but repeatedly that the 
situation was deteriorating at an alarming rate and that by 
early 1949 the crisis would be upon us. Indicative of Con- 
gressional concern with the problem was the passage of legisla- 
tion in the summer of 1947 which provided extra remuneration 
for doctors and dentists in the armed services, on the assump- 
tion that such a salary increase would facilitate procurement 
and reduce attrition. The shortage of medical personnel at 
that time was about to jeopardize our occupation policy. 

Now that the Selective Service Act has been passed, the 
shortage threatens to nullify the basic principles of American 
This act increases materially the size of the Army 


security. 


embrace for a limited period a goodly 
proportion of the young men and perhaps the young women in 
our nation. The ability to assume military responsibilities has 
become a citizenship function. Without dwelling in further 
detail on this important trend which must affect the medical 
profession, it is apparent that we must adopt new concepts and 
pursue new methods and realize that the military medical mis- 
sion has become more than ever before a civilian medical mission. 
It has become increasingly evident that our own Regular Army 
career officers could not and should not be in sufficient numbers 
to completely staff a growing citizen Army. The nucleus which 
they form must be supported by numbers of doctors on tem- 
porary service. 

The growth of the permanent corps of career medical officers 
is proceeding but its completion to full strength will not be 
evident for two or three years. This is because of the residency 
training period required in civilian hospitals over and above 
residencies available in Army hospitals. In our effort to make 
an Army career medically attractive to the medical graduate 
there have been fundamental changes and reforms in the struc- 
ture and function of the Medical Department. These have been 
planned and accomplished with the active support and intimate 
cooperative efforts of many leaders in American medicine. They 
include among other things provision for career planning, 4 
system of continuing postgraduate education, and the integration 
of civilian physicians as visiting men and teaching consultants 
in our major hospitals in this country and abroad. 

The present emphasis on the economic aspects of military 
service is understandable as your editorial pointed out. Inflation 
has affected our entire population. One can hope that an eco- 
nomic balance will be worked out soon. Very naturally this 
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economic aspect plays its role in our procurement problem. 
However, I like to believe and I do believe that medical tradi- 
tion is based on a loftier pledge than high remuneration. 

In the last year or more since we have been able by law to 
increase our size we have commissioned 600 physicians on an 
active duty status in tne Regular Army. Our standards for 
admission have been high and they have not and will not be 
lowered. When one realizes that the prewar corps totaled less 
than 1,200 this gais may be viewed approvingly. 

The key to the situation, however, is not a comparison between 
what we now have and what we used to have, but rather between 
what we now have and what we now need. 

Because more than 2,000 doctors now serving on temporary 
duty in the Army will be returned to civilian life during the 
coming year and because of the contemplated increase m size 
of these forces due to the Selective Service Act, the Army 
(including the Air Force) must secure about 4,000 physicians 
between now and June 1949. Since there is nothing in our 
experience to encourage us in the belief that such a large 
number could be secured by voluntary means, the Army 
requested permission to draft certain categories of doctors for 
temporary service, particularly the group of young men who 
were permitted to complete their medical studies during the 
recent war and have as yet rendered no service to the Govern- 
ment even though the majority of this group received liberal 
governmental stipends. 

Statements about the size of this group have appeared in 
medical publications, and their numbers have been greatly over- 
estimated. After allowance is made for the attrition for physical 
disabilities and essential doubtful whether the 
remaining number would exceed 3,000. Of these, only about 
2,000 will have completed a year’s internship by June 1949. It 
should be remembered here that none of these 3,000 are obli- 
gated by any existing law for service for any period of time 


work, it is 


with the armed medical services. 

But the problem confronting the Army is not solely one of 
numbers. It also has a qualitative aspect. We are still very 
short of specialists, despite our refresher training and our com- 
prehensive postgraduate training. In a recent communication, 
I pointed out to the President of your Association that approxi- 
mately 400 of the required 4,000 doctors who had to be procured 
before July of next year should be specialists. I further stated 
that these 4,000 doctors with the included 400 specialists were 
required in staggered numbers over the coming months. 

Time is running out. In opposing the draft of doctors repre- 
sentatives of organized medicine contended that the requirements 
of the armed forces could be met through voluntary rather than 
coercive methods. The officers of your organization have 
repeatedly stated that they would cooperate in every possible 
way in making this voluntary effort a success. I regret to say 
that up to this time the situation is not encouraging. As far as 
we can see, there has not been the slightest increase in pro- 
curement of doctors for temporary service since the passage of 
the draft. Clearly, if American medicine is desirous of avoiding 
governmental control over the procurement of physicians for the 
services it is not enough to attack such control—it must provide 
a concrete alternative. To date no such alternative has proved 
itself successful. One concrete suggestion that might prove 
feasible is to seek the voluntary cooperation of universities and 
other institutions in meeting the Army’s requirement for 
specialists by granting leaves of absence to one or two members 
of their staff, preferably for one year—pessibly for six months. 

The Medical Department of the Army is not involved per se 
in the political or economic philosophy of medical care. It has 
a specific obligatior to furnish medicaf support to the Army 
and Air Force of the United States. Clearly, it cannot furnish 
such support unless it has adequate numbers of properly quali- 
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fied doctors. It has done, and always with the advice and in 
the closest cooperation with the leaders in civilian medicine, 
make the Medical Department efficient and 


what it can to 


thereby attractive. This is continuing. 
The problem is indeed simple. The American Government 
has decided on a program of defense and security that requires 
large numbers of men to serve in the armed forces. But clearly 
these men cannot be expected to serve unless they are provided 
with adequate medical care. The Medical Department of the 
Army has the responsibility for operating the system whereby 
Only civilian medicine can make 
available the doctors required to operate the system. Not only 
the Army, but the American public is eagerly awaiting the 


such medical care is provided. 


response of the civilian medical profession. 


R. W. Btiss, 
Major General 
The Surgeon General. 

Ep. Note:—The American Medical Association has been one 
of the groups to urge on the President of the United States and 
on various government agencies, including congressional com- 
mittees and the armed forces, the pressing need for the estab- 
lishment of a civilian medical advisory committee to the National 
Security Resources Board to consider the medical needs of the 
nation and a joint civilian and military advisory committee to 
the Secretary of Defense to study the needs and consider sound 
policies for the medical services of the armed forces. 

It appears that now these two advisory groups are about to 
become operative. This will place the Council on National Emer- 
gency Medical Service of the American Medical Association im 
a much better position to render sound opinions and advice to 
the medical profession as to how many additional doctors the 
armed forces must have during this peacetime period of expan- 
sion and how many doctors might be spared without resulting 
in serious shortage of physicians for the civilian population at 
large if war should come. 


RABIES DIAGNOSED BY INOCULATION 
OF SALIVA INTO ANIMALS 


To the Editor:—In Tue Journat, Jan. 24, 1948, page 253, 
appeared an editorial on rabies. The proof of the isolation of 
the virus from saliva has not been furnished for the first time, 
as described on page 254, but had already been established 
repeatedly thirty years ago. The works by Bertarelli and 
Volpino (Morphologische und biologische Beobachtungen iiber 
einen Fall v. Wutkrankheit bei Menschen, Zentralbl. f. Bakt. 
[Abt. 1] 35:221), Bertarelli (Experimentelle Untersuchungen 
und Beobachtungen tiber die Tollwut, Zentralbi. f. Bakt. 39: 
399), Herrmann (Lyssa-Virus im menschlichen Speichel, Ztschr. 
f. Immunforsch. 58:389, 1928) and Palawandow and Serebren- 
naja (Uber das Wutvirus im menschlichen Speichel, Ztschr. f. 
Immunforsch. 71:350, 1931) should be referred to. These 
authors found the virus frequently, but not regularly, in the 
salivary glands of human beings. Special attention should be 
directed to the information in the book by Kraus, Gerlach and 
Schweinburg (Lyssa bei Mensch und Tier, Berlin, Urban & 
Schwarzenberg, 1926) and especially to the work by Schwein- 
burg (Neuere Ergebnisse der Tollwutforschung, Ergebn. d. 
Hyg., Bakt., Immunititsforsch. u. exper. Therap. 2@:1-154, 
1937). 

In the two Iast-mentioned works are included reports of cases 
and literature dealing with positive infections induced in animals 
used for vivisection purposes from the virus obtained from the 
saliva of persons who died of rabies. 


W. Pririncer, M.D., Vienna, Austria. 
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Medical Economics 


OLD AGE AND SURVIVORS INSURANCE 


Frank G. Dickinson, Ph.D., Director, Bureau of 
Medical Economic Research 
In April 1948 the Advisory Council on Social Security sub- 
mitted a report to the Senate Committee on Finance recom- 
mending expansion of the old age and survivors’ insurance 


program The Council found three major deficiencies in the 
existing system—inadequate coverage, unduly restrictive 
eligibility requirements and inadequate benefits. The proposed 
remedies included the immediate extension of coverage to 
self-employed persons, farm and household workers, employees 
of nonprofit institutions, federal civilian employees, railroad 
employees, members of the armed forces and employees of 


state and local governments; a lowering of the requirements 
for insured status to permit a larger proportion of older workers 
to qualify for benefits, and a liberalization of primary and tamily 
benefits, to apply to both present and future beneficiaries. The 
Advisory Council estimates that the level premium cost of its 
proposed program would be between 4.9 and 7.3 per cent 
f covered payroll as compared with an estimate of from 3.3 
to 5.6 per cent for the present system. The expansion would 
be financed by an increase in employer and employee contribution 
rates from 1 to 1% per cent of wages, to go into effect when 
benefits were liberalized. A subsequent increase to a 2 per cent 
rate and the addition of government contributions would be 
postponed until necessary to meet current costs of the program. 

One month after submitting its proposals for the expansion 
of old age and survivors’ insurance, the Advisory Council sent 
a second report to the Senate Committee on Finance recom- 
mending the adoption of a permanent and total disability 
insurance program Of the Council's seventeen members, 
fifteen supported a_ strictly circumscribed program, to be 
integrated with old age and survivors’ insurance and to cost an 
estimated 0.1 to 0.25 per cent of covered payroll. The remaining 
two members favored a plan of state assistance for the totally 


disabled involving federal grants 


Summary of Majority Recommendations 

1. To qualify for disability benefits, an otherwise eligible per- 
son should be required to have (a) a minimum of 40 quarters 
of coverage, (/)) 1 quarter of coverage for every 2 quarters after 
1948 or attainment of age 21 and prior to the first quarter of 
total disability, (c) 6 quarters of coverage within the 12 quarters 
preceding the disability, and (d) 2 quarters of coverage within 
the 4 quarters preceding the disability 

These requirements are designed to insure that benefits 
would be paid only to persons recently and _ substantially 
attached to thé labor market and consequently suffering loss of 
earnings due to disability Retroactive payments would be 
limited to the six month period preceding the filing of a claim. 

2. For purposes of the program, “permanent and total dis- 
ability” would be defined as “any disability which is medicaily 
demonstrable by objective tests, which prevents the worker 
from performing any substantially gainful activity, and which 
is likely to be of long-continued and indefinite duration.” 
Qualified persons would receive their first benefit after a 
waiting period of six months. 

Che strict definition of compensable disability and the long 
waiting period are intended to discourage would-be malingerers 
who might give up work in order to qualify for benefits. 
Unlike many disability insurance plans, the proposed program 
does not assume permanency after a specified period of total 
disability and does not compensate workers who retain substantial 
earning capacity in any occupation. 

The primary benefit would equal 50 per cent of the first 
of average monthly wage and 15 per cent of the remainder 
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Old Age and Survivors Insurance, Senate Document No. 149, April 20, 
1948, 68 p.; Permanent and Total Disability Insurance, Senate Document 
No. 162, May 27, 1948, 25 p. Reports to the Senate Committee on 
Finance from the Advisory Council on Social Security, 80th Congress, 
2d Session. Presented by Mr. Millikin. Washington, D. C., United 
States Government Printing Office, 1948. 
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up to $275. No benefits would be paid to dependents of dis- 
abled workers. 

Under the proposed formula, disability benefits would average 
about 30 per cent of average monthly wage up to $350 and 
would in no case exceed one half of average monthly wage. 
Family benefits were excluded in order to preserve the economic 
incentive to self support. 

4. Claims would be disallowed if the claimant refuses to 
submit to medical examination. Beneficiaries would be reexam- 
ined at least once a year; payments would be terminated if the 
beneficiary refused reexamination or was found to be fit for 
gainful employment. 

5. Permanent and total disability insurance benefits would be 
suspended for any period in which Workmen’s Compensation 
benefits are payable; disabled workers eligible for benefits under 
the proposed program and another federal disability program 
would receive only the larger benefit. 

6. The effective date for payment of first benefits under the 
disability insurance program would be one year after the 
effective date for extension of coverage under old age and 
survivors’ insurance. 

The proposed postponement is designed to permit the Social 
Security Administration to solve the problems of coverage exten 
sion before tackling the administration of disability insurance 
Moreover, the delay would allow time for preparation of 
regulations and procedures, recruitment and training of per- 
sonnel, and education of the public in its new rights under the 
program. 

7. Rehabilitation services would be furnished to disability 
insurance beneficiaries when it is probable that they will assist 
the beneficiary to return to gainful work. 

The Council recommends the use of facilities set up under the 
current federal-state rehabilitation program. Payments from 
the old age and survivors’ insurance trust fund would be made 
tu state rehabilitation agencies in return for medical and surgical 
treatment and vocational retraining of disability insurance 
beneficiaries. These services are designed to reduce the ultimate 
cost ot the program and to benefit the national economy by 
increasing the labor force. 

The administration of permanent and total disability insurance, 
as pictured by the Advisory Council, would make use of the 
decentralized machinery set up under old age and survivors’ 
insurance. Field offices, regional staffs and area offices wou'd 
handle claims, while the central authority would limit itself 
to the supervision of policy. Old age and survivors’ insurance 
wage information would be used to determine insured status 
and amount of benefits under the disability insurance program; 
periods of total disability would not be counted in computing 
retirement and survivors’ benefits. All claimants would undergo 
a medical examination, conducted through federal facilities where 
available or through contract arrangements with private 
physicians, clinics and state and local hospitals. Physicians 
would be paid on a fee basis, and regional or area medical 
representatives would maintain relations with local practitioners. 
Area offices would evaluate and review the claimant's disability 
in terms of his capacity for gainful activity and would determine 
the frequency of reexamination. Claimants recommended for 
rehabilitation would be referred to the state rehabilitation agency, 
which would report progress to the social insurance system; 
benefits would be suspended if the claimant refused rehabilitation 
measures 

Criticism of Proposals 

The Advisory Council’s report includes a memorandum of 
the dissent by two of its members who favor provision for total 
disability through state assistance. Attention is called to the 
fact that the states already have agencies close to the disabled 
in their homes, with facilities for retraining, rehabilitation, 
reemployment and institutionalization. The suggested state plan 
would emphasize medical and vocational retraining rather than 
cash benefits, and would be financed by local tax funds supple- 
mented by federal grants. 

The dissenting members of the Council fear that a federal 
system of disability insurance would be subject to political pres- 
sures which would lead to excessive costs and unjustified 
expansion. Aside from the possibility of maladministration, 
there is considerable doubt as to whether disability is an insur- 
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zble risk. Life insurauce companies providing disability income 
benefits during the 1920's experienced large and increasing 
losses, culminating in the depression when disability rates 
reached a peak. S*~re that time, many of the companies have 
not offered disability protection; the remainder sell disability 
income insurance to carefully selected male applicants on a highly 
restricted basis and at high rates of premiums. 

There are several reasons for predicting that the costs of 
federal disability insurance would exceed those of private 
insurance. Careful selection of risks is a prime factor in 
controlling the disability rate; yet a federal system must insure 
all persons within the scope of the program regardless of 
risk. Private insurance companies now provide disability 
coverage only to age 55; the proposed federal system would 
cover persons up to age 65. Almost all private companies limit 
disability coverage to men; in 1944, 40 per cent of the workers 
under Social Security were women. Disability rates during the 
depression rose less under ordinary insurance than under group 
insurance, which was issued on a wholesale basis without selec- 
tion of risks. 

A second major factor in determining the costs of disability 

insurance is the attitude toward admission of claims. As the 
dissent states, “In the federal system there would be strong 
pressure against, and little incentive for sound administration of 
claims.” Unlike old age and survivors’ insurance, determination 
of eligibility under a disability program would require consider- 
ible administrative discretion. Many unjustified claims would be 
made, especially during depressions when tax-free benefits would 
be more secure than wages and might be as attractive as net 
earnings after deduction of taxes, union dues, insurance con- 
tributions and the costs of transportation, meals and work 
clothes. This is especially true in the case of partial disability or 
ailing efficiency, when the worker’s earning power might be 
lower than the benefit payments based on prior earnings. On 
the administrative side, a liberal attitude toward admission of 
claims could be expected. Local administrators would prob- 
ably be generous with the ample funds furnished from the 
ld age and survivors’ insurance reserve fund and, with the 
dditen of a government contribution, from general revenues. 
Congressmen would be subject to pressure from constituents 
ittempting to have their claims approved. The system would 
iffer great opportunity for political manipulations; the expres- 
sion of a liberal attitude toward claims by a political party 
vould gain it the votes of large numbers of actual and potential 
beneficiaries and their families. 

The third administrative control on costs is the review of 
admitted claims. Despite the specified periodic medical examina- 
tions, many persons would continue to receive benefits after 
total disability had ceased to exist. The line between ability 
ind inability to work is not always clear; economic motivation 
may be the determining factor for the worker, and a careful 
physician would feel obligated to give the insured the benefit 
of any doubt. Needless to say, any system which reduces the 
incentive to rehabilitation and self support is undesirable from 
a social as well as a financial point of view. 

The dissenting members of the Council suggest that the pro- 
posed disability insurance plan may be merely an entering 
wedge and that benefits and eligibility rules would soon be 
liberalized. Experience both here and abroad indicates that 
social insurance systems have a tendency to progressive expan- 
sion. The programs are generally popular with the public, 
especially if the employer and the government pay a large part of 
the costs. An administrative bureaucracy is built up which has a 
strong personal interest in the growth of the system. Successful 
operation is considered as a signal for an increase in coverage, 
benefits and costs, while defects are remedied by an extension 
of governmental regulation and control. Because of the strict 
eligibility rules and modest benefits proposed for the disability 
insurance program, costs would probably be relatively low at the 
vutset, especially if the present high level of employment con- 
tinues. This initial experience is likely to precipitate a liberal- 
ization all along the line, with a consequent increase in the claim 
rate and a decline in the recovery rate. Addition of a federal 
contribution to pay the rising costs would be accompanied by a 
tightening of federal control and growing opportunity for politi- 
cal exploitation of the system. 
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Although the 80th Congress failed to act on the recommenda- 
tions of the Advisory Council, the issue of federal disability 
insurance is far from dead. Proposals for the expansion of the 
Social Security system and the inclusion of disability protection 
can be expected to appear during the next ‘egisiative session. 
Persons and organizations concerned with the problem should be 
prepared to support the principle of government provision for 
the permanently and totally disabled or to offer substitute plans. 
In thinking through their positions, they would do well to keep 
in mind the dangers inherent in any program, no matter how 
modest at the outset, which sets up a far flung federal bureaucracy 
with extensive discretionary powers. 





Medical Motion Pictures 


FILM REVIEWS 


The following 16 mm., color, silent, motion pictures are a portion of 
the Sarnoff Surgical Motion Picture Library, Brooklyn Produced and 
prepared by Jacob Sarnoff, M.D., Brooklyn. Procurable on rental from: 
United World Films, Inc., 445 Park Avenue, New York 22. 


740 feet (2 reels), showing time twenty- 
Produced in 1946. 


Osteotomy for Prognathism. 
one minutes (sound speed). 


This film demonstrates the method of correcting protruding 
jaws by sectioning the ascending rami of the mandible. Part I 
shows the steps on models, cadavers and by animated drawings. 
Part II depicts the operative procedure on a patient. Certain 
deficiencies in the film should be noted. The titles are too 
infrequent, which leaves the average viewer, untrained in this 
type of surgery, at a loss to understand some of the steps. 
Mention is not made of possible hazards and pitfalls such as 
bony nonunion or injury to the facial nerve, nor does the 
film account for potential trauma to the inferior alveolar nerves 
and vessels by traction when the mandible is mobilized pos- 
teriorly into its new position. This film would be of interest 
chiefly to plastic surgeons, but would be of value from the 
educational standpoint to be shown at county medical societies, 
if someone experienced in this field were present for the 
purpose of discussion. The motion picture ends its second 
reel with the statement, “End of Part II.” It is suggested that 
the term “Finis” be substituted so as not to leave the viewer 


in suspense. The photography is good. 


825 feet 
Produced 


inguinal Hernia with a Review of the Anatomy and Surgery. 
(2 reels), showing time twenty-three minutes (sound speed). 
in 1944. 

This film is designed to demonstrate anatomic features and 
surgical technic in inguinal hernia. A poor impression is 
immediately created by an definition in which a 
hernia is defined as “a protrusion of intestine.” Throughout the 
scenes depicting operative technic, the skin around the incision 
is not draped, but is left exposed, thus breaking one of the 
prerequisites in a surgical teaching film. The surgeon is rough 
in his technic and goes through maneuvers intended to demon- 
strate something, but without making the point clear. Very 
heavy surgical gut is used entirely, usually with the strands 
doubled. Apposition of various structures in the repair is 
carelessly carried out. 


erroneous 


Photography changes from color to black and white so 
frequently throughout the film that attention is distracted. 
Changes in scenes are also frequent, and aimless shifting of 
anatomic structures are so common that it is frequently difficult 
to discern what is being demonstrated, particularly since labels 
or descriptive text in the motion picture is almost totally lacking. 
The exposure in some scenes is good but in others so poor that 
structures are not well identified. The copies of drawings are 
overexposed. The lack of advance planning is evident in this 
motion picture. 


Appendicitis. 490 feet (1 reel), showing time thirteen minutes (sound 
speed). Produced in 1943. 

This film contains data on surgical pathology and operative 
technic. The author has obtained several good specimens 
illustrating various types of lesions, but information or descrip- 
tive material of the teaching type is not presented. During 
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the time when these specimens are photographed they are 
turned, shifted and “poked” so much that attention is distracted 
from the specimen itself 

The skin is not draped, but left exposed, thus breaking one 
of the prerequisites of a teaching film. Operative technic is 
careless; heavy surgical gut is used throughout, usually with 
the strands doubled \ powder 1s placed in the 
wound at the end of the even though the appendix 
perforated or sufficiently inflamed to infect wound 
had treated with average care. Since 
drugs are not being used much in that capacity 


sulfonamide 
operation, 
not 


edges it they heen 


sulfonamide 


during recent years, this procedure appears to date the film 
as not of recent production. Photography shifts from color 
to black and white. Most of the color photography is poor, 


the normal tissue color being preserved in comparatively a small 
\lthough considerable time must have 
when the various specimens 
appears to 
given to the 


hlm 
elapsed during the 
collected, the rest of the 
rapidly with little 


! 
vaiue 


portion of the 
period were 
been made 


teaching 


film have 


planning or thought 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 
NATIONAL BOARD OF MEDICAL EXAMINERS 

NaTtonat Boarp or Menpicat Examiners: Parts 1 & IJ. Various 
Centers, Fel lune. and Sept 949 Pert Il April, 1949 Exec. Sec., 
Mr. E. S. Elwood, 225 S. 15th St.. Philadelphia 2, Pa Part Ill Boston 
& New York, Autumt Sex Dr. J. S. Redman, 225 S. 15th St., Phila- 

phia 

EXAMINING BOARDS IN SPECIALTIES 

\weErRIcAN BoOarD oF ANESTHESIOLOGY Written Various Centers, 
lar 1, 1949. Final date for filing application is Oct. 1. Oral, Phila- 

phia, Oct. 10. Sec., Dr. Paul M. Wood, 745 Fifth Ave., New York 22. 

American Boarp oF INTERNAL MEDICINE Written. Oct. 18. Oral. 
Chicago, Oct. 13-15; Philadelphia, Nov. 3-5; San Francisco, date not set. 
Candidates not taking these special oral examinations will have no 
pportunity for admission next year Sec., Dr. W. A. Werrell, 1 , 
Main St., Madison Wis 


or NevuroLtocicat Surcery: Oral. Chicago, 
filing application is Jan. 1949. Sec.. Dr. W 
Street, New Haven, Conn 
Opsstetrics axp Gynecotocy: Part I. 
Centers, Feb. 4, 1949. Final date for filing application is Nov. 1. 
Dr. Paul Titas, 1015 Highland Bldg... Pittsburgh 1 
American Boargp oF OrntTHatmorocy: Oral. Chicago, Oct. 6. 
Oct. 15-19 Sec.. Dr. S J Beach, 56 Ivie Rd., Cape 


American Boarp 
949 Final date for 
German, 310 Cedar 

AMERICAN BOARD OF 


June 
J 


Various 
Sec., 


Written 
St. Louis, Cottage, 
Maine 

American Boarp or Ortnorenic Surcery: Part I. Various Centers, 
April & May Final date for filing application is Dec. 31. Sec., Dr. 
Francis M. McKeever, 1136 W. 6th St., Los Angeles 14. 

American Boarp oF OTOLARYNGOLOGY: Oral. Chicago, Oct. 5-8. 
New York City, Spring, 1949. Sec., Dr. D. M. Lierle, University Hos- 
pital, lowa City 

AMERICAN Boarp oF PATHOLOGY: 
filing application is Oct. 1. Sec., Dr. 
St. Louis 

AMERICAN 


Final date for 
Euclid Ave., 


Chicago, Oct. 8-9. 
Robert A. Moore, 507 
Boarp or Pepratrics: Oral. Atlantic City, Nov. 17-19. 
Sec.. Dr. Lee F. Hill, 718 Royal Union Bldg., Des Moines, lowa. 
AmerRtcan Boarp oF Ptrastic Surcery: Examinations are given in 
Tune and November of each year in the home town of applicants. Sec., 
Treas., Dr. Louis T. Byars, 400 Metropolitan Bidg., St. Louis, Mo 
Amertcan Boarp or Surcery: Written. Various Centers, March 1949, 
Final date for filing application is Dec. 1. Sec., Dr. J. S. Rodman 
5 S. 15th St.. Philadelphia 
American Boarpo or URoLocy Feb 
7935 Sunnyside Road, Minneapolis 18, 


1950. Sec., Dr. Harry Culver, 


Minn. 


MEDICAL EXAMINERS 
28-30, 


BOARDS OF 


Examination. Montgomery, June 1949. Sec., Dr. 
519 Dexter Ave., Montgomery. 
ARIZONA Examination, Phoenix, Oct. 5-6 
Sec., Dr. J. H. Patterson, 826 Security Bldg., Phoenix 
Arkansas: * Littl Rock, Nov. 4-5 Sec., Medical Board of the 
Arkansas Medical Society, Dr. L. J. Kosminsky, Texarkana. Eclectic 


Examination. Little Rock, Nov. 4. Sec., Dr. C. H. Young, 1415 Main St. 


Little Rock 
Cattroenta: Oral. Los Angeles, Nov. 20-21. Written. Sacramento, 
Oct. 18-21. See., Dr. Frederick N. Scatena, 1020 N Street, Sacramento 14. 
Connecticut: * Fa«aentination. Hartford, Nov. 9-10. Sec., Dr. Creigh- 
tuw Barker, 258 Church St.. New Haven. Homeopathic Examination. 
Derby, Nov. 9-10. Sec., Dr. fi H. Evans, 1488 Chapel St., New Haven. 
FLORIDA Examination. Jacksonville, Nov. 28-30. Sec., Dr. Frank D. 
Atlanta, 


ALABAMA 
D. G. Gill, 


Endorsement. October. 


Gray, 12 N. Rosalind Ave., Orlando. 

Georcta: Examination. Atlanta, Oct. 12-13. Endorsement. 
Oct. 14. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 

Gua: Endorsement. Agana, Last Friday of each month. Sec., Capt. 
C. K. Youngkin, Dept. of Public Health, Guam, % F.P.O. San Francisco, 
Calif. 

Hawatt: Examination. Honolulu, Jan. 10-13. Sec., Dr. S. E. Doolittle, 
881 S. Hotel St., Henolalu 53. 

Ipano: Boise, Jan. 10-12. Dir., Bureau of Occupational Licenses, 
Miss Estella S. Mulliner, State Howse, se. 
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LICENSURE {Ase A. 


Itttnots: Chicago, Oct. 5-7. Supt., Dept. of Registration and Educa- 
tion, Mr. Fred W. Ruegg, Capitel Bldg., Springfield. 

InpIANA: Examination. Indianapolis, June 1949. Sec., Board of Medi- 
cal Registration & Examination, Dr. Paul R. Tindall, 416 K. of P. Bidg., 
Indianapolis. 

Iowa: * Examination. Des Moines, Dec. 6-8. Endorsement. Des 
Moines, Oct. 4. Sec., Dr. M. A. Royal, 506 Fleming Bidg., Des Moines. 

Kansas: Topeka, Dec. 15-16. Sec., Board of Medical Registration & 
Examination, Dr. J. F. Hassig, 905 N. 7th St., Kansas City. 

Kentucky: Examination. Louisville, Dec. 13-15. Sec. Dr. Bruce 
Underwood, 620 S. 3rd St., Louisville 2. 

Lovistana: Examination. New Orleans, Dec. Sec.-Treas., Dr. R. B. 


New Orleans 12. Homeopathic Exam- 
Sec.. Dr. F. H. Hardenstein, 715 


1507 Hibernia Bank Bldg., 
Baton Rouge, subject to call. 
Pere Marquette Bldg... New Orleans. 
Matne: Portland, Nov. 9-10. Sec., 
Dr. Adam P. Leighton, 192 State St., Portland. 
Marytanp: Examination. Baltimore, Dec. 14-17. 
the discretion of the Board. Sec.. Dr. Lewis P. Gundry, 
St., Baltimore. Homeopathic Examination. Baltimore, 
Dr. J. A. Evans, 612 W. 40th St., Baltimore. 
Massacuvusetts: Examenation. Boston, Nov. 16-19. Sec., 
Registration in Medicine, Dr. G. L. Schadt, 413 E. State House, 
Micuican: * Ewxaminotion. Lansing, Oct. 13-15. Endorsement. 
12. Sec., Dr. J. E. McIntyre, 203 Hollister Bldg., Lansing. 
MINNESOTA: Minneapolis, Oct. 19 21. Sec.. Dr. J. F 


Harrison, 
tnation. 


Board of Registration of Medicine, 
Endorsement. At 
1215 Cathedral 
Dec. 7-8. Sec., 
3oard of 
Boston. 
Oct. 


DuBois, 230 


Lowry Medical Arts Bidg., St. Paul 2 

Misstsstpri: Reciprocity. Jackson, Dec. 6. Exec. Officer, State Board 
of Health, Dr. Felix J. Underwood, Jackson. 

Missouri: St. Louis, Oct. 25-27. Exec. Sec.. Mr. John A. Hailey, 
P.O. Box 4, Jefferson City, Mo. 

Montana: Helena, Oct. 4-6. Sec., Dr. O. G. Klein, First Nat'l Bank 
Bidg., Helena. 

Nevapa: Carson City, Nov. 1. Sec., Dr. G. H. Ross, Industrial Bidg., 


Carson City 


New Jersey Examination. Trenton, Oct. 19-22. Sec.. Dr. E. § 
Hallinger, 28 W. State St., Trenton. 
New Mexico: * Santa Fe, Oct. 11-12. Sec., Dr. V. E. Berchtold, 141 


Santa Fe. 
Examination. 


Palace Ave., 
New York: Various Centers, Sept. 27-30. Sec., Dr. 


J. L. Lechner, Jr., 23 South Pearl St., Albany 7. 

Onto: Examination. Columbus, Dec. 13-15. Endorsement. Columbus, 
Oct. 5. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 

Oxtanoma:* Reciprocity. Oklahoma City, Oct. 24-25 Sec., Dr. 
Clinton Gallaher, 813 Braniff Bldg., Oklahoma City. 

Orecon:* Examination. Portland, Jan. 1949. Endorsement. Oct. 
15-16. Final date for filing application is Oct. 1. Exec. Sec., Mr. Howard 
1. Bobbitt, 608 Failing Bldg., Portland. 

Pennsytvanta: Examination. Philadelphia, Jan., 1949. Act. Sec., 
Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Ruope Istanp: * Examination. Providence, Oct. 7-8. Chief, Div. of 


Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence 
Sours Caroiina: Endorsement. Oct. 4. Sec., Dr. N. B. Heyward, 


1329 Blanding St.. Columbia. 


Soutna Daxota:* Pierre, Jan. 18-19. Sec., Dr. G. J. Van Heuvelen, 
Capitol Bldg., Pierre. 

“ENNESSEE Memphis, Sept. 29-30. Sec., Dr. H. W. Qualls, 1635 
Exchange Bidg.. Memphis. 

Texas: Fort Worth, Nov. 4-6. Sec.-Treas., Dr. M. H. Crabb, Medical 
Arts Bldg., Fort Worth. 

Uran: Examination. Salt Lake City, July. Endorsement. Oct. 4. 
Sec., Dept. of Registration, Miss Rena B. Loomis, 324 State Capitol Bldg., 
Salt Lake City. 

Vermont: Examination. Burlington, Feb. Sec., Dr. F. J. Lawliss, 
Richford. 

Vircin Istanps: Examination, Charlotte Amalie, Dec. 8-9. Comm., 
Dr. Christian R. Moorhead, Charlotte Amalie. 

Virointa: Examination. Richmond, Dec. 3-4. Endorsement. Dec. 2. 
Sec., Dr. K. D. Graves, 30% Franklin Road, Roanoke. 

Wasutncton: * Seattle, Jan. Sec., Dept. of Licenses, Miss Virginia 


Olympia. 


Wotherspoon, 
Charleston, Oct. 4-6. 


West VIRGINIA: Public Health Council, 


Comm., 


Dr. N. H. Dyer, State Dept. of Health, Charleston. 

Wisconstn: * Madison, Jan. 11-13, 1949. Sec., Dr. C. A. Dawson, 
Tremont Bldg., River Falls, Wis. 

Wrominc: Examination. Cheyenne, Oct. 4. Dir., Dr. Franklin D. 


Yoder, Capitol Bidg., Cheyenne. 


- Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arkansas: Examination. Little Rock, Oct. 5. Sec., Mr. 
Gebauer, 1002 Donaghey Bidg., Little Rock. 

Connecticut: Examination. Oct. 9. Exec. Asst., Mary G. 
110 Whitney Ave., New Haven 10. 

District or Cotumsia: Examination. 18-19. 
Dr. G. C. Ruhland, 4130 Municipal Bldg., Washington, 

Frortpa: Examination. Gainesville, Nov. 6. Final date for filing 
application is Oct. 25. Mr. M. W. Emmel, University of Florida, Gaines- 


ville. 
Iowa: Des Moines, Oct. 12. Ben H. Peterson, Coe College, 
Oct. 8-9. Sec., 


L. E. 
Reynolds, 


Washington, Oct. Sec., 


Sec., Dr. 
Cedar Rapids. 
Micuican: Examination. Ann Arbor ane Detroit, 


Miss Eloise LeBeau, 1510 West Allegan St., nsing. 


Minnesota: Examination. Oct. 5-6. Sec.-Treas., Dr. Raymond N. 
Bieter, 105 Millard Hall, Univ. of Minnesota, Minneapolis. 
Neseasxa: Examination. Omaha, Oct. 5-6. Dir., Bureau of Examining 


Boards, Mr. Oscar F. Humble, Room 1009 State Capitol Bidg., Lincoln. 


Oxtanoma: Spring of 1949. Sec., Dr. Clinton Gallaher, 813 Braniff 
Bldg.. Oklahoma City. 
OreEGon: Sogn, Portland, Dec. Sec., Basic Science Examin- 


C. D. Byrne, Univ. of Oregon, Eugene. 
Examination. Vermillion, Dec. 3-4. Sec., Dr. 


Seattle, Jan. 


2. 
xamination, Milwaukee, Dec. 4. Final date for filing 
27. Sec., Prof. W. H. Barber, Scott & Watson Sts., 


ing Committee, 
OUTH leg 
Evans, Yankton. 
WasHINGTON: 
Wothe » 
WISCONSIN: 
application is Nov. 
Ripon. 


G. M. 
Sec., Dept. of Licenses, Miss Virginia 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1937 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied om purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American journal of Medical Sciences, Philadelphia 
215:363-478 (April) 1948 


*Histoplasmosis and Torulosis as Causes of Adrenal Insufficiency. A. J. 
Rawson, L. H. Collins Jr. and J. L. Grant.—p. 363. 

Roentgen Therapy in Traumatic Myesitis Ossificans. E. A. Pohle and 
C. Tomlinson.—p. 372. 

Parathyroid: Study Based, in Part, on Sixty Postmortem Examinations 
with Presentation of Case of Hyperfunctioning Adenoma. H. U. 
Stephenson Jr. and W. L. McNamara.—p. 381. 

Occurrence of Gastric Neoplasms in Youth. M. Block, A. H. Griep 
and H. M. Pollard.—p. 398. 

Plasmocytoma (Multiple Myelomas, Kahler’s Disease), and Its Attendant 
Disturbances in Protein Metabolism. W. J. Kolff and J. Dhont. 

p. 405. 

Adenine: Its Failure to Stimulate Hemopoiesis or to Produce Pellagra 
in Case of Perniciows Anemia. R. E. Stone and T. D. Spies.—p. 411. 

Prothrombin Activity of “Stored Human Blood.” F. J. Schilling, A. 
De Natale and L. A. Amill.—p. 415. 

Significance of Paucity of Sickle Cells in Newborn Negro Infants. 
Janet Watson.—p. 419. 

Leukocytosis of Diabetic Acidosis. J. L. Tullis.—p. 424. 

Benign Idiopathic Spontaneous Pneumothorax: Review of 63 Cases. 
B. Hyde and L. Hyde.—p. 427. 

Pleuritic Pain: Use of Intravenous Calcium Gluconate in Its Relief. 
I. L. Bennett Jr. and W. Lathem.—p. 431. 

*Central Nervous System Involvement During Mumps. J. W. Brown, 
H. B. Kirkland and G. E. Hein.—p. 434. 

Hormonal Hypertension and Nephrosclerosis as Influenced by Diet. 
P. Dontigny, E. C. Hay, J. L. Prado and H. Selye.—p. 442. 

Management of Tetanus with Curare: Report of 2 Cases. E. M. Ory 
and L. A. Grossman.—p. 448. 

Caleareous Aortic Stenosis and Coronary Artery Disease. M. J. Horan 
Jr. and A. R. Barnes.—p. 451. 

Statistical Study of Hematologic Variables in Subjects with Thalassemia 
Minor. W. N. Valentine and J. V. Neel.—p. -456. 

Some Problems in Biology of Syphilitic Infection. J. H. Stokes and 
H. Beerman.—p. 461. 

Fascial Restorations in Medical Practice. A. M. Brown.—p. 470. 


Histoplasmosis and Torulosis as Causes of Adrenal 
Insufficiency.—Rawson and his associates point out that cer- 
tain fungus diseases may produce the syndrome of insufficiency 
of adrenal hormones by means of massive destruction of the 
adrenal glands. Despite their relative infrequency, histoplas- 
mosis and torulosis should be kept in mind in any differential 
diagnosis of adrenal insufficiency. Literature contains 19 cases 
of involvement of the adrenals by Histoplasma capsulatum. 
One case is described in this paper. Twelve of the 19 cases 
showed some destruction of the adrenal parenchyma, and in 
9 this destruction was of such magnitude that death was pre- 
sumably due to adrenal insufficiency. Involvement of the 
adrenal by Torula histolytica has been noted far less frequently. 
Only 8 such cases have been reported. Only 2 of these showed 
any necrosis, and in only 1 (reported in this paper) was there 
necrosis extensive enough to produce the syndrome of adrenal 
insufficiency. Excessive weakness appears to be the earliest 
symptom of adrenal destruction caused by these two diseases. 

Central Nervous System Involvement During Mumps. 
—Brown and his associates studied the incidence and character- 
istics of involvement of. the central nervous system in 77 con- 
secutive cases of mumps in which examinations of the spinal 
fluid were made. Pleocytosis with 10 or more cells per cubic 
millimeter was present in the spinal fluid of 26. Clinical mani- 
festations of meningoencephalitis were recognized in 9 cases. 
These were mild in all but 1 patient. This patient suffered 
disabling residual damage to the nervous system which has 
persisted for three and one-half years. 
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Physiologie Problems in Aviation. H. S. Wigodsky and J. H. Tillisch. 
—p. 629. 

Medicine in Aviation. J. H. Tillisch and F. R. Guilford.—p. 633. 

Neuropsychiatric Problems of the Flyer. R. C. Anderson.—p. 637. 

Use of Drugs at High Altitude. P. K. Smith.—p. 645. 

Treatment of Airsickness with Drugs. P. K. Smith.—p. 649. 

Quantitative Estimation of the Albumin and Gamma Globulin im Normal 
and Pathologic Cerebrospinal Fluid by Immunochemical Methods. 
E. A. Kabat, M. Glusman and Vesta Knaub.—p 653. 

Serum Proteins in Syphilis. Electrophoretic Study. E. P. Benditt and 
S. A. Walker.—p. 663. 

*Penicillin-Resistant Non-Hemolytic Streptococcal Subacute Bacterial 
Endocarditis. W. H. Clark, S. Bryner and L. A. Rantz.—p. 671. 
*Expulsion of Group A Hemolytic Streptococci in Droplets and Droplet 
Nuclei by Sneezing, Coughing and Talking. M. Hamburger Jr. and 

O. H. Robertson.—p. 690. 

Changes in Bacterial Flora of Throat and Intestinal Tract During 
Prolonged Oral Administration of Penicillin. M. O. Lipman, J. A. 
Coss Jr. and i. H. Boots.—p. 702. 

Prolonged Administration of Penicillin in Arthritis. J. A. Coss Jr., 
E. Bauman, R. H. Boots and Miriam Olmstead Lipman.—p. 710. 
Oral Penicillin in Treatment of Various Bacterial Infections. J. A 

Rebinson, H. L. Hirsh and H. F. Dowling.—p. 716. 

Penicillin-Resistant Nonhemolytic Streptococcic Bac- 

terial Endocarditis.—Clark and his associates report 9 cases 
of nonhemolytic streptococcic subacute bacterial endocarditis 
requiring treatment with from 1,000,000 to 12,000,000 units of 
penicillin daily. Eight of these patients recovered. The in vitro 
sensitivity of the causative organism to penicillin should, if pos- 
sible, be determined before therapy is instituted. The initial 
daily dosage of penicillin should be based on these studies. 
Patients with sensitive organisms should receive at least 500,000 
units per day. When the causative organism is moderately or 
markedly resistant, 1, 5, 10 or even 20 million units should 
constitute the daily dosage. Treatment should be continued for 
approximately four weeks. More prolonged therapy is usually 
unnecessary if adequate amounts of penicillin are used. Increased 
resistance of the organism to penicillin may develop under pro- 
longed subcurative dosage. The daily penicillin dosage should 
be increased five to ten fold if the circulating blood is not 
promptly sterilized or if relapse occurs. There will be instances 
ef unnecessarily intensive therapy, but arrest of the infection 
should more nearly approach 100 per cent. The drug may be 
effectively administered by continuous drip or intermittent intra- 
muscular injections. The latter method is more simple. Large 
individual doses of crystalline penicillin can be given with 
minimal local discomfort. The use of anticoagulants is not 
indicated. Streptomycin may advantageously be used alone or 
simultaneously with penicillin in some cases of extremely 
resistant organisms. 


Expulsion of Group A Hemolytic Streptococci by 
Sneezing, Coughing and Talking.—Hamburger and Robert- 
son determined the numbers of beta and alpha streptococci 
discharged into the air of an experimental room during sneez- 
ing, coughing and talking m a series of 48 carriers of group A 
streptococci. By simultaneous employment of exposed blood 
agar plates placed on the floor and “broth bubbler” samplers 
whose intake was 3 feet (91.4 cm.) from the floor, streptococci 
expelled in large, rapidly falling droplets could be differen- 
tiated from those discharged as droplet nuclei which remained 
m the air for at least several minutes. The material dispersed 
into the air during a sneeze is chiefly saliva. Four dispersion 
patterns of beta hemolytic streptococci by sneezing were evident. 
In the most common, moderate numbers were expelled in large 
droplets which fell rapidly te the floor 1.5 feet (45.7 cm.) from 
the sneezer. In one of two less common patterns, small num- 
bers of beta streptococci were sneezed as droplet nuclei. The 
material expelled during coughing apparently originates in the 
back of the throat or below the epiglottis and contains little if 
any saliva. Only one of 20 carriers coughed large numbers 
of beta streptococci into the air as droplet nuclei or in large 
droplets. Ninety-five per cent of the carriers coughed few or 
no streptococci. Practically no streptococci were recovered from 
the air of rooms while carriers counted out loud for five 
minutes. Although sneezing probably accounts for a certain 
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if sporadic cases of the hemolytic streptococcic infection, 
it is not important in The rare carriers 
sneezes heavily contaminate the air may be dangerous if they 
Since the material atom- 


number 
epidemics whose 
do not baffle the sneezes efficiently 
a sneeze is saliva, these persons represent a type of 
Cough- 
Talking 


ized im 
dangerous carrier whose nose culture may be negative. 
. 


likewise, is important only in sporadic infections. 
expels negligible numbers of hemolytic streptococci. 


American J. Obstetrics and Gynecology, St. Louis 


55:551-732 (April) 1948. Partial Index 
Observations on 1 Cases of Late Extrauterine Pregnancy — 
Ware Jr { 61 
*Treatment of Pelvic Endometrios H. E. Schmitz and Janet E. Towne. 
Fifty-Four Deaths Occurring in Pregnant Patients Who Had Hyper 
tensior R. A. Ross, S. S. Lambeth, W. L. Thomas and F. B. 
Carte 91 
Pla Studies D g Pregnancy and the Puerperium. C. V. 
\ nd J. L. MacA p. 600 
rthyr ! und Pregnar R D Mussey, > F Haines ind 
I Wa ) 
liate Postpartum Hemorrhage Due to Retained Secundines. B. H. 
Ca H. H. Meier and O. H. Stone p. 620. 
I I rent of ¢ nephthelioma. A. W. Holman and Eliza- 
H. S me! p ) 
Inf es of Posture on | iry Tract in Pregnancy J. Parks and 
M. A. Puzak.—+4 
H ton \ Study Based or ¢ Personal Operations Performed 
) 194¢ | } Phaneuf I ow 
Diverticulitis Symptoms, Complications, and Management, Particu 
‘ Femak V. S. Counseller p. 65 
} i N it M Causes and Preventior W. F. Mengert. 
( non Cervix in an Urban Population. A. W. Diddle and T. R. 
B t ' 669 
Staphylococcus Aureus Het ticus Puerperal Mastitis and Infections 
f New! i, & FF p. 676 
H t t I H. Douglass and J H. Graves p 683 
Vaginal and Rectal Pruritus—Etiology and Treatment E. L. Cornell 


Treatment of Pelvic Endometriosis.—According to 
Schmitz and Towne endometriosis occurs in women at the 
height of their sex life and is a major cause of sterility \t 


aim to ovarian function 


A review of 130 patients treated 


their clinic it has been the preserve 


and to permit childbearing 


with this intent shows that 57 were treated by surgical pro- 
cedure Ten required removal of both ovaries with or without 
the uterus. Forty-seven had one or both ovaries preserved, 
ind 11 later conceived, giving birth to 13 infants. Roentgen 
therapy was employed in 29 cases, in 17 of which sufficient 
dosage to cause permanent menolysis was given Twelve 


treated with smaller dosage, causing a menolysis 
months. In this group 2 and 
delivered 3 Roentgen therapy in this group proved 
satisfactory for secondary therapy when conservative surgical 
treatment had Roentgen therapy of sufficient intensity 
to destroy ovarian function is indicated in cases in which endo- 
metrial tissue bladder. It makes 
surgical resection with its increased risk unnecessary. Watch- 
ful expectancy or male hormone therapy is of value in young 
with minimal and symptoms. It enables one 
to postpone more radical procedures to the years when such 


patients were 


of three to eight conceived 


intants 
failed. 


has invaded the bowel or 


women disease 
therapy is less costly 
Hyperthyroidism and Pregnancy. 
ciates state that of 30 pregnant women who received treatment 
for complicating Mayo Clinic, oral 
administration of strong solution of iodine U.S.P. (Lugol’s solu- 
tion) and thyroidectomy were used for hyperfunctioning adeno- 
matous goiters, and Lugol's solution plus thyroidectomy, if 
needed, for exophthalmic goiter. Pregnancy did not seem to 
influence the course of hyperthyroidism in most cases. Likewise, 
proper treatment of the hyperthyroidism allowed the pregnancy 
to proceed normally. The authors are of the opinion that the 
standard treatment of hyperthyroidism by iodine and thyroid- 
ectomy can be carried out safely in the great majority of cases 
uf hyperthyroidism complicating pregnancy. More information 
is needed about the effects of antithyroid drugs and of radio- 
iodine before these methods can be used for treatment of 


Mussey and his asso- 


hyperthyroidism at the 


hyperthyroidism in pregnant women. 


MEDICAL 





J. A. M. A 


LITERATURE 





Sept. 25, 1948 


American Journal of Physiology, Baltimore 
152:219-470 (Feb.) 1948. Partial Index 


Neural Responses and Reactions of Heart of a Human Embryo. W. E. 
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Quantitative Studies on Comparative Activity of Calcium and Che mically 


Pulmonary 


> 


Related lons on Coagulation of Blood. M. Stefanini and A. J. Quick. 
p. 389 

Limitations of Renin-Hypertensin Hypothesis. E. Mylon, M. Lund and 
J. H. Heller.—p. 397. 

Effect of Pulmonary Artery Ligation on Histamine Content of Lung, 
with Observations on Concomitant Structural Changes. G. E. Lind 
skog and A. Gilman.—p. 417. 
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Accompanying 
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J. M. Greenhouse.—-p. 589 
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Report J. R. Hendon.—p. 592. 
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Massive Dose of Penicillin in Chronic Asthma.—Ster- 
ling and his associates review observations on 15 patients with 
chronic asthma, in the majority of whom asthma had existed 
for over eight years. The patients had received general medical 
care and specific allesfic treatment with pollen, dust and vac- 
cine, when indicated, fr at least six months to two years 
without marked improvement. Amorphous or crystalline peni- 
cillin, dissolved in isotonic sodium chloride solution, was injec- 
ted intramuscularly every three hours. The initial dose was 
10,000 units every three hours, increased daily if no local or 
constitutional reactions occurred to the penicillin. The second 
day 25,000 units was given every three hours. The next three 
days 50,000 units and then 100,000 units was given every three 
hours until a total dosage of 5,000,000 units or more had been 
reached. In 3 of the 15 cases, treatment was stopped because of 
severe reactions. The results were excellent in 3, good in 4 and 
fair in 1 of the patients who had completed the course of 
treatment with penicillin. The other 4 remained unimproved. 
The authors feel that one should not hesitate to use massive 
doses of penicillin in cases of intrinsic chronic bronchial asthma. 
The benefit to some patients is striking. 
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59:141-272 (Feb.) 1948 
Schistosomiasis of Central Nervous System: Experiences in World War 
Il and Review of Literature. C. A. Kane and H. Most.—p. 141. 
*Insulin Subshock (Subcoma) Treatment of Psychoses and Psychoneu- 


roses. D. J. p. 184. 
Etiology of Optochiasmatic Arachnoiditis. W. L. 


Sullivan. 


Bruetsch.—p. 215. 


Insulin Subshock in Psychoneuroses.—Sullivan states 
that treatment with insulin given by the intensive subshock 
technic is effective in producing not only symptomatic improve- 
ment but also remission, and perhaps some recoveries, in many 
of the psychotic patients seen in the Army. The intensive insulin 
subshock effective with certain 
psychoneuroses. The author reviews the results obtained by 
himself and by other psychiatrists in Army hospitals. The 
majority of the patients treated had a diagnosis of “psychosis, 
unclassified, acute schizophrenic reaction.” In most of these 
patients the disease showed considerable improvement or was 
in remission. Many of the patients had been psychotic three 
or four months before reaching the hospital from overseas. 
Despite such a leng duration of symptoms, the majority still 
responded well. Intensive insulin subshock therapy consisting 
of adequate subshock reactions twice a day, seven days a week, 
for three weeks, should be used in treatment of all psychoses 
with schizophrenic symptoms. Intensive insulin subshock ther- 
apy should be used with all psychoneurotic states of the severe 
anxiety-tension type, psychoses with features of depression and 
type. When psychoses do not respond 
satisfactorily to intensive insulin subshock therapy a course of 
at least twelve electric shock treatments should be given (one 
treatment three times a week); this will increase the over-all 
rate of improvement and remission to 90 per cent. Intensive 
insulin subshock therapy is a relatively safe procedure and can 
be carried out in a group setup in which 20 to 30 patients are 
cared for two nurses and five attendants. This personnel 
can be trained to recognize the signs and symptoms of reaction 
to insulin and the proper point at which to terminate the insulin 
subshock reaction by oral administration of sugared orange 
juice or intravenous injection of hypertonic dextrose solution. 
The proper point at which to terminate the subshock reaction is 
when the patient can barely be roused or shows evidence of 
impending convulsion. 


technic is types of severe 


psych ses of mixed 


by 


Archives of Pediatrics, New York 


65:175-238 (April) 1948 

*Staphylococcic Meningitis: Its Rarity in Newborn. Review of Litera- 
ture. Report of Three-Day-Old Infant with Recovery. A. L. Hoyne 
and R. H. Brown.—p. 175. 

Rice Sensitivity in Children. L. Slobody, S. Untracht and F. Hertz- 
mark.—p. 183 

Appendicitis in Infancy: Report of Case. E. Kellert and A. Dumouchel. 

p. 194. 


Staphylococcic Meningitis—According to Hoyne and 
Brown meningitis is uncommon during the first few weeks of 
life. Staphylococci are infrequent invaders of the meninges 
as evidenced by the fact that only 1 of 81 cases of meningitis 
in infants less than 2 weeks of age reported in the literature 
was of staphylococcic origin; it terminated fatally. Among all 
forms of meningitis in patients less than 2 weeks of age, there 
were only 7 recoveries. The authors report 1 case of menin- 
gitis due to Staphylococcus aureus in a 3 day old boy who was 
born of a primipara mother after an uneventful pregnancy. 
The infant was normal at birth. Delivery was by forceps, but 
there was no evidence of injury. The diagnosis was confirmed 
by positive culiures for hemolytic Staph. aureus from the spinal 
fluid and also from the blood. Sulfathiazole was given every 
four hours by mouth for fifteen days with a total dose of 15 Gm. 
During that period the highest blood level obtained for the 
drug was 4.0 mg. per hundred cubic centimeters. Sodium 
penicillin was administered by intramuscular route every two 
hours for two weeks with a total dose of 1,640,000 units. Both 
drugs were well tolerated. Twenty days after admission the 
infant was discharged as fully recovered. The method employed 
in the treatment of this infant emphasizes that neither intra- 
thecal therapy nor frequent lumbar punctures are necessary 
for promoting recovery in meningitis. . 
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Adams and J. R. McCorriston.—p. 441. 
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Artificial Kidney in Uremia.—MacLean and his associates 
describe the technic of the use of the artificial kidney and dis- 
cuss the effects of the dialysis on the patient. They report 
3 patients in whom the artificial kidney was employed. The 
artificial kidney appears to be an effective method for removing 
waste products from the blood in uremia. Its clinical usefulness, 
in theory, is limited to those patients in whom the renal damage 
is temporary or reversible. It provides a means of saving such 
patients from death. It is well tolerated by the patient and 
apparently causes few harmful effects. The apparatus has a 
large field as an investigative tool. It should prove valuable 


in studying uremia because some “toxic” factor. appears. to be. 
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removed from the blood and may be present in the filtrate. 
In addition it is a good method for studying the metabolism of 
is diffusible substances in the experimental animal and 


Vari 
in human subjects 
Chronic Hepatitis.—According to Kilgour, the exact inci- 
dence of chronic hepatitis is most difficult to assess. Various 
timates suggest that from 10 to 20 per cent of acute cases 
show activity for longer than four months, but experience in 
large epidemics indicates that this estimate is probably high 
author reports 4 patients who have had active hepatitis 
thirty to thirty-six months. One apparently is recovering 
ithout clinical evidence of cirrhosis. The other 3 show clini- 
il evidence and 1 histologic evidence of hepatic cirrhosis. Of 
the cases believed to be of cirrhosis one is apparently arrested, 
ther improving, but the third presents the clinical picture 
Hanot’s cirrhosis; namely, chronic jaundice with enlargement 
e liver and spleen but without ascites. The syndrome of 
mic hepatitis may follow either epidemic infectious hepatitis 
mologous serum hepatitis. It is particularly liable to 
uses of the acute disease which have been allowed to 
irn ¢t ictivity before recovery is complete or in patients 
ive been undernourished, affected with concurrent dis- 
i 1 subjected to trauma or surgical operations at the time 
these factors. The actual cause of the prolongation of the 
ititis is unknown. Complete recovery occurs in the great 
ijority, but in a small percentage the disease progresses to 
i It is possible that the progress may be arrested and 
lete functional recovery occur, even though cirrhosis has 
ped, but as yet insufficient time has elapsed to exclude 
upse in the cases reported. The most effective treatment at 
ent is prolonged rest and maintenance of optimum nutrition 
ill clinical and laboratory evidence of activity has dis- 


Painful Back.—The 104 cases reviewed by Noble concerned 
pplied to a Department of Veterans’ Affairs for 


inful back The average age was 33. There were 

50) years The intervertebral disk was involved 

42 ca Postural strain, arthritis, spondylolisthesis, trau- 
ndylitis, tuberculosis, fibrositis and bone injury 

f tl ther etiologic classifications. Many cases 

hacka vere improved by the lumbosacral brace In 
in patients who have had a laminectomy without 

t sion and who have residual symptoms referable 

ick, t brace may afford considerable relief. Oper- 

ns were performed on 26 of the 42 patients with disk 
In 5 of the 26 cases operated on, no disk protrusion 

|. Sixteen of the 26 patients operated on were sufh- 
ciently restored to go back to work, but 14 of them could do 
rk and only 2 could resume full duty. Of the 


vatients with disk lesions treated conservatively 11 could do 
k and 4 could return to full duty; one could not be 
Thus when a protruded intervertebral disk can be 
sed operation may not necessarily restore the patient 


\ study of the nature of the trauma resulting in chronic pain 
back suggests that the best treatment may well be some 
prevention The human species has a constitutional 
ikness at the lumbosacral junction. In order to compensate 

to is deficiency, postural training is required 


Human Relations and Industrial Health.—Line contends 
that present day circumstances in industry place an obligation on 
t medical profession, which it met during the war in the 
torces. In some respects the demand is more pressing, 
it only by virtue of the fact that whereas in the service there 
was a oneness of purpose, in industry there are two groups— 
workers and management. There is a great difficulty m com- 
munication between these two groups. Medicine has developed 
a high degree of skill in relieving the tensions of the maladjusted 
ail alleviating the stress of individual situation-complexes by 
changes in the immediate social milieu. It has pointed up the 
significant fact that the work situation, the vocation, is all- 
important in determining personal mental health and has 
demonstrated the causal connection between interpersonal stress 
and labor management problems. The author directs attention 
to the influence of psychologic medicine in bringing about a 
revolution in the social sciences. It has demonstrated over 
and over again the dynamic sequence of authority, rejection, 


hostility, guilt; and the consequent vicious circle. Difficulties 
of communication between industrial groups are being clarified 
by such researches as those of Elton Mayo, the Hawthorne 
researchers and the Chicago Committee of Industrial Relations. 
In industry medicine is able to assume a nonpartisan role in 
a worker-management society. 


Delaware State Medical Journal, Wilmington 
20:65-84 (April) 1948 
*Severe Systemic Sarcoidosis with Ascites and Splenomegaly. R. A. 
Mino, R. W. Frelick, A. I. Murphy Jr. and J. W. Hooker.—p. 65. 


*Diverticula Arising at Pharyngoesophageal Junction: Discussion of Dis- 
ease and Presentation of Unusual Case. R. A. Mino and A. I. 


Murphy Jr.—p. 75. 


Severe Systemic Sarcoidosis.—Mino and his co-workers 
report 1 case of Boeck’s sarcoid in a Negro woman aged 26 
years with evidence of involvement of skin, lymph nodes, lungs, 
spleen, liver and pancreas and with presumptive involvement 
of heart, spinal cord and bone marrow. There was also mas- 
sive enlargement of the liver with ascites and enormous enlarge- 
ment of the spleen. Gratifying symptomatic relief of ascites, 
dyspnea and abdominal discomfort was afforded the patient by 
splenectomy and splenorenal venous anastomosis. The removed 
spleen measured 28.0 by 18.5 by 12.0 cm. and weighed 2,250 Gm., 
apparently the largest spleen recorded in Boeck’s sarcoid. The 
diaphragmatic surface of its capsule showed scattered fibrinous 
adhesions and focal areas of hyalocapsulitis. The prognosis 
must remain guarded despite the obtained improvement in 
slowly progressive cases of Boeck’s sarcoid similar to the one 
reported. 

Diverticula at Pharyngoesophageal Junction.—Mino and 
Murphy report 1 case of an unusually large pharyngoesophageal 
diverticulum in a Negro aged 52 years who was admitted to the 
Memorial Hospital in Wilmington, Del. The patient’s weight 
had gone from 130 pounds (59 Kg.) to 94 pounds (42.6 Kg.) 
in five weeks. A large ovoid mass in the right mediastinum 
was demonstrated on roentgenologic examination. It contained 
both air and fluid. The right lung was compressed by the 
diverticulum. The esophagoscope entered directly into the 
blind sac, the lowest limit of which was 28 cm. from the level 
of the upper incisors. No distal esophageal lumen could be 
seen. A Witzel type jejunostomy was done with the patient 
under local anesthesia. During the next three weeks the 
patient gained 26 pounds (11.8 Kg.) on jejunostomy feedings. 
Five weeks after admission, mobilization and exteriorization of 
the diverticulum was performed; the diverticulum was observed 
to extend into the mediastinum. Ten days later the old wound 
was reopened, the diverticulum freed and excised. Ten days 
after the second operation the patient was started on fluids by 
mouth, and soon afterward he was placed on a soft diet. Eleven 
weeks after admission he was discharged to his home, where he 
has continued on a full diet. 


Endocrinology, Springfield, Ill. 
42: 237-338 (April) 1948 


*Use of Male North American Frog (Rana Pipiens) in Diagnosis of 
Pregnancy. S. L. Robbins and F. Parker, Jr.—p. 237 

Experimental Diabetes Produced by Administration of Glucose P «. 
Dohan and F. D. W. Lukens.—p. 244. 

Organ Weights of Rats Receiving Hermone Supplements During 
Recovery from Chronic Starvation. F. H. Quimby.—p. 263. 

Effect of Vitamin Deficiencies in New Hampshire Chicks Injected with 
High Doses of Thyroxine. M. E. Haque, R. J. Lillie, C. S. Shaffner 
and G. M. Briggs.—p. 273. 

Role of Bile in Absorption of Steroid Hormones from Gastro-Intestinal 
Tract. M. M. Hoffman, G. Masson and M. L. Desharats.—p. 279. 
Lymphocyte Discharge from Isolated Rabbit Spleen by Adrenal Cortical 

Extract. O. Hechter.—p. 285. 

Splenic Lymphocyte Discharge Induced by Adrenal Cortical Hormones 
Under In Vivo Conditions. D. Stone and O. Hechter.—p. 307. 

Effect of Removing Various Endocrine Glands on Hair Cycles of Black 
Rats. Sally H. Dieke.—p. 315. 

Urethane-Induced Lymphopenia in Normal and Adrenalectomized Rats. 
A. Dury and E. D. Robin.—p. 320. 


Frog Test for Pregnancy.—Robbins and Parker describe 
a new test for pregnancy utilizing the release of spermatozoa 
by the male Rana pipiens (common North American frog) on 
stimulation with mammalian chorionic gonadotropin. Its advan- 
tages are many. Small amounts (5 cc.) of whole urine can be 
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administered directly to each frog, making the test extremely 
simple. Reactions to positive urines develop sometimes within 
a half-hour and invariably within two hours, producing a test 
considerably faster than any previously described biologic test. 
The animals are widely available throughout the continental 
United States and as a result are extremely cheap; thus the 
cost of the test is most reasonable. To date a total of 122 
samples of urine have been tested. Ten of these were obtained 
from normal girls having normal menses. The remaining 112 
included 78 from women known to be pregnant and 34 from 
women with amenorrhea diagnosed not pregnant by the Asch- 
heim-Zondek test or its Friedman modification. No false posi- 
tive reactions were encountered. One false negative reaction 
occurred with a specimen of urine early in the period of gesta- 
tion. The ease with which diagnosis of pregnancy can be estab- 
lished with this test makes possible its adoption in any laboratory. 
The rapidity that it affords makes of the test an emergency 
procedure of possible benefit in difficult diagnostic problems. 


Florida Medical Association Journal, Jacksonville 
%4:575-632 (April) 1948 


Clinical Use of Streptomycin in Urinary Tract Disease. L. W. 
and E. S. Gilmer.—p. 587. 

Management of Perforating and Penetrating Wounds of Abdomen. 
H. M. Anderson, W. G. Harris and F. H. Bowen.—p. 590. 

Typhus Fever: Report of 7 Simultaneous Cases in Ocala. H. L. 
Harrell and E. G. Peek.—p. 593. 


Hewit 


Medical and Surgical Treatment of Conditions Involving Sight nN. S. 
Rubin.—p. 596 
34:633-698 (May) 1948 
Effects Resulting from Atomic Bomb Explosion. F. L. Price.—p. 651. 
Cervival Lesions—Diagnosis of Malignant Disease by Vaginal Smear 
L. T. Rector. Pp. 654. 


Medical Management of Essential Hypertension. M. S. Saslaw.—p. 657 


Gastroenterology, Baltimore 
10:575-766 April 1948. Partial Index 

Color Photography Through Flexible Gastroscope. H. L. Segal and J. S. 
Watson Jr.—p. 575. 

Peptic Ulcer and Functional Dyspepsia in the Armed Forces. M. H. 
Friedman p. 586 

Present Status of Vagotomy in Treatment of Peptic Ulcer. J. M. 
and D. P. White Jr.—p. 607. 

Aortic Aneurysms Simulating Organic 
Tract. S. Baer and S. A. Loewenberg.—p. 617. 

*Gallbladder Gas Gangrene. R. K. Brown and E. Milch.—p. 626. 

[reatment of Chronic Ulcerative Colitis with Staphylococcus Autovac- 
cine: Preliminary Report. W. A. Heazlett.—p. 634. 

"Prolapse of Gastric Mucosa Through the Pyloric Canal Into Duodenum: 
Report of 16 Cases Diagnosed Roentgenologically. 1. H. Manning Jr. 
and G. P. Highsmith.—p. 643. 

Sodium Carboxymethyleellulose: Laxative 
J. Fittipoldi and P. L. Davis.—p. 667. 

Etiology of Postoperative 


Ruffin 


Disease of Gastro-Intestinal 


Effects in Clinical Use. 


Observations on Gastritis E. D. Palmer. 


p. 671. 

Gallbladder Gas Gangrene.—Brown and Milch cite reports 
vhich indicate that infection of the biliary tract with the organ- 
isms of gas gangrene occurs occasionally but is not frequent. 
Study of a consecutive series of 39 deaths following operations 
m the biliary tract at the Buffalo General Hospital showed 
that 6 apparently had infection with Clostridium welchii. Three 
of the patients undoubtedly died as a direct result of infection 
with C. welchii; in the other 3 cases, the infection may be con- 
sidered as a major contributing cause of death. The authors 
report 1 of the 6 fatal cases and a history of a patient who 
survived. Infection with C. welchii is a considerable factor in 
mortality in surgery of the biliary tract, occurring more fre- 
quently than has been generally recognized. It can be suspected 
clinically, sometimes diagnosed roentgenologically, occasionally 
recognized at operation, and too frequently seen at necropsy. 
Since the necropsy findings may be confused with or obscured 
by postmortem change, blood cultures at the time of death are 
suggested. The occurrence of hematemesis in fatal cases, of 
“brown” vomitus in 2 others and of “black” stools in the patient 
who survived suggests that bloody vomitus may serve as a pre- 
sumptive sign. The classical signs of gas gangrene appear 
later. The diagnosis of acute gaseous cholecystitis should be 
made by the roentgen shadow, and conservative treatment used, 
including penicillin and sulfonamide drugs. If the condition 
is encountered unexpectedly at operation, open packing of the 
wound seems wise. Routine use of gas gangrene antitoxin, 
roentgen therapy and sulfonamide drugs in connection with all 
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surgery of the biliary tract is unwarranted. The use of peni- 
cillin in all surgery of the biliary tract before, during and after 
operation might help prevent rekindling of the infection. 


Prolapse of Gastric Mucosa.—Manning and Highsmith 
report 16 cases in which the clinical and roentgenologic findings 
were considered consistent with a diagnosis of prolapse of the 
gastric mucosa through the pylorus into the duodenum. No 
distinctive syndrome was found, but symptoms referable to 
the upper part of the gastrointestinal tract were present in all 
but 1 case. The characteristic roentgenologic finding consists 
of a circular, or irregularly circular, “mushroom” or “umbrella” 
filling defect in the base of the duodenal bulb, often associated 
with narrowing and elongation of the pyloric channel, and 
often with antral spasm and enlarged antral rugae. Uncom- 
plicated cases of prolapsed gastric mucosa, especially when 
associated with hypertrophic gastritis, may be treated with a 
medical regimen. Surgical treatment, such as excision of the 
redundant mucous membrane and pyloroplasty, is indicated 
only in cases of pyloric obstruction, ulceration with recurrent 
hemorrhages, severe anemia due to chronic blood loss, polyp 
formation with malignant degeneration and suspected malig- 
nancy. 

Geriatrics, Minneapolis 
3:135-196 (May-June) 1948 

Emotional Problems of Elderly People. M. Gitelson.—p. 135. 
Management of Descensus Uteri in the Aged. B. L. Cinberg.—p. 151 
Chronic Illness as Public Health Program. W. F. King.—p. 157 
Some Practical Aspects of Geriatric Ophthalmology. F. L. P. 

» 163 
Pee Mace in the Older Age Groups R. V. Seliger.—p. 166 
Nitrogen Balance Studies Under Prolonged High Nitrogen Intake Levels 
in Elderly Individuals. W. B. Kountz, Lilli Hofstatter and P. 
Ackermann.—p. 171. 


Koch 


Hawaii Medical Journal, Honolulu 
7:275-356 (March-April) 1948 
Practitioner and Specialist. P. S. Irwin.—p. 289. 
Evolution of Human Posture. S. F. Stewart.—p. 291. 
Possible Role of Poi in Epidemiology of Infectious Intestinal Diseases. 
G. Fung and O. A. Bushnell.—p. 296. 
Therapy of Endocarditis. M. E. Berk.—p. 300. 
Benadryl in Acute Lepra Reactions. Louise A. Box.—p. 303. 
Hypnotism as Practical Therapeutic Procedure. B. Wedge.—p. 305. 


Iowa State Medical Society Journal, Des Moines 
38 :181-230 (May) 1948 

Present-Day Problems in Field of Medicine. H. 
Medical Economics and Public Relations. J. E. Reeder.—p. 182 
Effect of Xanthine Derivatives on Prothrombin and Plasma Clotting 

Times in Dogs and in Human Subjects. Helen Holland and E. G 

Gross.—p. 183. 

Review of Endocrinology in Obstetrics and Gynecology. W. E. 

and J. T. Bradbury.—p. 187 
Sedimentation Rate. D. J. Schissel.—p. 197. 
*Contact Dermatitis Due to Streptomycin. S. L. 

Carney.—p. 204. 

Contact Dermatitis Due to Streptomycin.—Shapiro and 
Carney report that at the State Sanatorium, Oakdale, Iowa, 
streptomycin has been used in the treatment of tuberculosis 
since February 1947. In the eight and one-half months prior 
to Nov. 15, 1947, approximately 40 nurses were engaged in 
the preparation and administration of streptomycin and the 
cleansing of syringes used for injection, without the recognized 
occurrence of dermatitis due to the antibiotic. After the change 
in the method of preparation necessitated by the increased 
amount of the product in each vial, 4 nurses out of 7 who 
engaged in its preparation had a contact dermatitis to strepto- 
mycin as indicated by a positive reaction to a patch test in each 
case. Even more striking is the fact that of the 7 nurses 
involved most of the preparation was done by 4, of whom 3 
experienced the dermatitis. The authors point out that there 
is a possibility that contact sensitization will prevent future 
internal utilization of the antibiotic. Many of the nurses in 
tuberculosis sanatoriums are former patients. In the event 
of reactivation of their pulmonary tuberculosis, treatment with 
streptomycin might be indicated. Previous epidermal sensi- 
tization might result in the rapid establishment of a severe 
localized or generalized dermatitis contraindicating further use 
of the antibiotic, This probability renders them cooperative in 
attempts to prevent undue exposure to the drug. Such efforts 
consist in the use of rubber gloves and suitable technics of 
preparation and administration. 


A. Spilman.—p. 181. 


Brown 


Shapiro and R. G. 
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Journal of Aviation Medicine, St. Paul 
19:61-136 (April) 1948 


\ Examination I rs Returned from Combat H. A. Imus 
( t s of An Opthaln Examiner B. J. Wolpaw p. 94 
Dat Air Ev ! J. N. Schaeffer p. 10 
t Hist Factors Related to Flight Histories of Group of 
P ly D t A raft Pilots D. R. Brimhall p. 108 
\ WW ] } Civil Aviation Medi e H S 
VW ' 
) t 7 a Ox t ty i s tor U se n \ itt 
( \. M k J. R. Pappenhein 18 
I R. ¢ Hovde { 


J. Bowman Gray School of Med., Winston Salem, N.C. 


6: 37-76 April) 1948 
Ser ( ne oO n Primary Atypical | of Unde 
Et E. T. Mars Jr.—p. 37 

Fact f Asphyxia Neonatorum. R. L. Means.-—p. 48 
Serologic Changes in Primary Atypical Pneumonia. 
Marshburn demonstrates that of all the serolcgic changes 
ccurring as a result of primary atypical pneumonia, the highest 
cidence of positive reaction follows the cold agglutination test 
The value of the cold agglutination test in the ordinary cases 
iry atypical pneumonia lies in the fact that it offers on 


a diagnosis which can usually 
ade on the basis of the clinical picture, examination of 
utum and roentgen findings. Significant titers of cold agglu- 


ns are found consistently, and the level of the titer depends 


cn the severity of the disease process. The majority of positive 
reactions to streptococcus MG agglutination tests occur in 
atients with significant cold agglutinin titers A significant 
ise in virus-neutralizing antibodies occurs in the majority of 


ises when both agglutination reactions are positive. Therefore, 

sitive reactions to the simpler tests for cold and indifferent 
streptococcus agglutinins might be provisicnally considered as 
miicative of primary atypical pneumonia, when the history, 
physical findings and roentgen findings fit the picture, partic- 


ularly if there 1s a rise im titer of these tests 


Journal of Immunology, Baltimore 
59:1-108 (May) 1948. Partial Index 


Pre sition for Immunity E. Carlinfanti.—p. 1. 
| yh topenia Rabbits Following Intravenous Injection of Influ 
il \ is. Susam Harris and W. Henk p. 9 
Benzene Ext ted Complement Fixing Antigen Applied to 
I rn Sis ! \rt Borne Virus Encephalitides ( Espara ind 
W. McD. Ham | l 
St s on Interference Phenomenon with Certain Members of Psitta- 
Lymphogranuloma Group of Viruses O. J. Golub and J. C. 
WW ag 
Statistical A sis of Factors Affecting Susceptibility of Chick Embryos 
I tern Equine Encephalomyelitis Virus J. F. Crawley p. 8&3. 
Factors Influencing Selectior f Complement-Fixation Method I. Com- 
t Iw Quantitative Technics and an Alternative Method of 
kx ssing Se Dilution Tit Christine E. Rice p. 95 


Journal of Investigative Dermatology, Baltimore 


G:1-396 (May) 1948 


Pyribenzamine in Therapy and Prophylaxis of Rhus Dermatitis. D. C. 
Iweedall and W. B. O'Connor p. 301 
*Calciferol Treatment t Leprosy H. T. Chaglassian.—p. 303 
Specificity f Strepto Isolated from Patients with Skin Diseases: 
Studies on Pemphigus, Dermatitis Herpetiformis, Lupus Erythematosus 
Erythema Multiform Ilf. Lupus Erythematosus Disseminatus. 


\ i Welsh I 05 
lissociation in Candida Albicans B. S. George and O. A. Plunkett. 


Piuysiology and Pathology of Cornification E. Mcirowsky and G. Behr. 


(amma lIsomer of Hexachlorocyclohexane in Treatment of Scabies 
v E. Wooldridge p. 363 

Mechanism of Adhesive Plaster Irritation S. M. Peck, H. Rosenfeld 
d A. Glick.—p. 367 


Kveim Test in Sarcoidosis Theory, Meaning and Practical Value of 
Skin Tests and Reactions in Sarcoidosis. M. Leider.—-p. 377 
Aromatic Amines and Azo-Dyes in Allergy and Cancer R. L. Mayer. 
iRO 


Calciferol in Leprosy.—The favorable results obtained 
with calciferol in tuberculosis of the skin induced Chaglassian 
of the American University of Beirut to try it in 2 cases of 
tuberculoid leprosy. Considerable improvement was obtained 
in these 2 patients. The author intends to continue the use of 
calciferol in a larger group of patients with leprosy. 
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Journal of Nat. Cancer Inst., Washington, D. C. 
8:161-200 (Feb.) 1948 

Uffect of Added Phosphate on Glutamine Desamidation in Tumors. J. P. 
Greenstein and Florence M. Leuthardt.—p. 161 

[ffect of Injection of Various Substances Upon In Vivo Electrical 
Resistance of Rats. H. Kahler.—-p. 163 

Dehydropeptidase Activity of Normal and Pathologic Human Serums. 
\. Meister and J. P. Greenstein.—p. 169. 

Heterologous and Homologous Growth of Transplants During Course of 
Development of Spontaneous Mammary Tumors in C3H Mice. H. ( 


Browning p. 173 

Comparative Susceptibility of the Lymphoid Tissues of Strain C57 Black 
Mice to Induction of Lymphoid Tumors by Irradiation. H. S. Kaplan. 
p. 191 


Journal of Neurosurgery, Springfield, III. 


§:213-326 (May) 1948. Partial Index 


Torkildsen Pr dur Report of 19 Cases E. F. Fincher, G. J. 
Strewler and H. S. Swanson.—-p. 213 
Ixperimets on Bridging of Gaps in Severed Peripheral Nerves of 
Monkeys. D. D. Matson, E. Alexander Jr. and P. Weiss.—p. 230. 
uld Extirpation Be Attempted in Cases of Neoplasm in or near Third 


Ventricle of Brain. Experiences with Palliative Method. A. Torkild 


Anterolateral Cordotomy E. A. Kahn and M. M. Peet 


Suture of Facial Nerve After Injury at Base of Skull: Method of 
Gaining Expesure and Slack by Resection of Parotid Gland. J. C. 
Whit Pp. .84 

Unilateral Prefrontal Lobotomy with Relief of Ipsilateral, Contralateral, 
and Bilateral Pain Preliminary Report J. E. Scarff.—p. 288. 


Journal of Nutrition, Philadelphia 
35:523-619 (May) 1°48. Partial Index 

Relation of Diet Composition and Vitamin C to Vitamin A Deficiency 
J. Mayer and W. A. Krcehl.—p. 523. 

Effect of Isocaloric Substitution of Alcohol for Dietary Carbohydrate 
Upon Excretion of B Vitamins in Man. R. E. Butler and H. P 
Sarett.—p. 539. 

“Growth and Reproduction of Rats Fed Army Combat Rations. E. M 
Sporn and C. A. Elvehjem.-—p. 549. 

*Studies with Monkeys Fed Army Combat Rations. E. M. Sporn, W. R 
Ruegamer and C. A. Elvehjem.—p. 559 

"Effect of Protein Intake on Bones of Mature Rats. H. R. Estremera 
and W. D. Armstrong.—p. 611. 

Rats Fed Army Combat Rations.—Sporn and Elvehjem 
fed the army combat rations K, C and 10 in 1 to young growing 
rats. Growth and reproduction over extended periods of time 
were the two criteria used in these experiments for evaluating 
the rations. Actually these rations were consumed for the 
most part by mature men in the field during relatively short 
intervals of time. When the K, C and 10 in 1 rations were 
fed to female rats, it was found that the survival rate of the 
young born to the females was low. The addition of liver 
to the K ration improved the percentage of survival of young 
born to females on this diet. The growth of male rats on 
these diets was suboptimum. The addition of the B vitamins 
and casein to the rations substantially improved growth in all 
cases. Normal growth was obtained when K and C rations 
were supplemented with casein and vitamins. 

Monkeys and Army Combat Rations.—Spern and his 
associates fed the army combat rations K, C and 10 in 1 ad 
libitum to young growing monkeys. Growth and hemopoiesis 
covering an extended period of time were the two criteria 
used in evaluating the several rations. The results of the 
experiments indicate that none of the combat rations tested 
could support growth in monkeys. The C ration could be 
substantially improved by the addition of a mixture of the 
water-soluble vitamins. The 10 in 1 ration produced normal 
growth in monkeys when supplemented with the vitamins plus 
raw whole milk. The K ration required the same supplements 
in order to support normal growth. The supplemented C and 
K rations could support a normal hemoglobin concentration. 
Normal growing monkeys on the supplemented K and 10 in 1 
ration had suboptimum hemoglobin levels. For the growing 
monkey, K ration seems deficient in pyridoxine and folic acid, 
and possibly choline as well. 

Protein Intake and Composition of Bone.—Estremera 
and Armstrong determined the effects on body weight and on 
the humeri produced by feeding to mature rats for thirty days 
equal amounts of essentially isocaloric diets containing 4.5, 9.0, 
13.5 and 18.0 per cent protein as lactalbumin. It was found 
that a diet containing 4.5 per cent protein will not support 
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body weight of mature rats while diets containing 9.0, 13.5 and 
18.0 per cent protein permit an increase in body weight in 
approximate proportion to the protein content. A diet con- 
taining 13.5 per cent protein supports a degree of skeletal 
constitution in mature rats equal to that of a diet containing 
18.0 per cent protein. Diets containing 9.0 and 4.5 per cent 
protein are inadequate to support normal skeletal constitution 
in mature rats. Diets containing 9.0 and 4.5 per cent protein 
interfere with the growth in length of the humeri of rats which 
are near the end of the period of skeletal growth. 


Journal of Pharmacology & Exper. Therap., Baltimore 
93:1-126 (May) 1948. Partial Index 


Effects of Intravenous Injection of Tetra-Ethylammonium Chloride on 
Intra-Arterial Blood Pressure and Other Physiologic Variab'cs in Man 


G. E. Brown Jr., E. H. Wood and E. H. Lambert.—p. 10. 
Effect of Podophyllin on Transplanted Mouse Tumors. M. Belkin. 
. 18. 
Blocking Action of Magnesium Ion on Sympathetic Ganglia. J. B. 


Stanbury.—p. 52. 

Comparative Study of Intravenous Pigeon and Intravenous Cat Method 
in Assay of Digitalis. H. A. Braun and L. M. Lusky.—p. 81. 

Relative Experimental Coronary Vasodilator Pote~cies and Toxicities of 
Papaverine, Theophylline, and A Papaverdine-Theophylline Molecular 
Association Compound. C. V. Winder and Margaret E. Kaiser. 
—p. 86. 

Pharmacologic Properties of Sympathomimetic 
and L. O. Randall.—p. 114. 


Diamines. G. Lehmann 


Journal of Urology, Baltimore 
59:773-980 (May) 1948. Partial Index 


Renal Rickets and Polycystic Disease of Kidney. H. L. Kretschmer 
-p. 773. 

Massive Hydronephrosis. H. A. Hoffman.-—p. 

Renal Tuberculosis: Does It Heal Clinically? 
Davis and E. Massig.—p. 795. 

Persistent Arterial Hypertension. 
—p. 799. 

Hemangioma of Kidney. 

Management of Renal 
—p. 807. 

Late Complications of Lumbar Wound Healing (Neuritis and 
tion); Diagnosis and Treatment. C. P. Mathé.—p. 816. 
“Studies in Dissolution of Urinary Calculi: Experimental and Clinical 
Aspects. L. D. Keyser, P. C. Scherer and L. W. Claffey.—p. 826 
Management and Prevention of Renal and Ureteral Calculi. H. K. 

Sangree.—p. 842. 


784 
J. C. McClelland, K. H. 


C: R. O’Crowley and H. S. Martland. 


E. F. Turkel.—p. 802. 


Trauma. J. C. Kimbrough and J. N. Furst 


Hernia- 


Intubated Ureterotomy: Experimental Work and Clinical Results 
D. M. Davis, G. H. Strong and W. M. Drake.—p. 851. 
Vesical Abnormalities Incident to Diabetes Mellitus. R. Lich Jr. and 


O. Grant.—p. 863. 


Epithelial Bladder Tumors Attacked by Radons and Fulguration During 
Years 1926-1938. E. L. Keyes.—p. 875. 

Cutaneous Metastasis from Carcinoma of Urinary Bladder: Report 
of 2 Cases. C. C. Higgins and K. F. Hausfeld.—p. 879. 


Use of Oxycel in Prostatic Resections. W. E. Hatch.—p. 887. 

Prolonged Morbidity Following Operation for Benign Prostatic Hyper 
plasia: Statistical Survey. C. H. deT. Shivers and C. E. Groom. 
—p. 893. 

‘Use of Continuous Gastric Lavage in Treatment of Uremia Associated 
with Prostatism. V. Vermooten and D. M. Hare.—p. 907. 

Prevention of Fatal Pulmonary Emboli After Prostatectomy. F. H 
Colby.—p. 920. 

Value of Combined Blood Phosphatase and Sedimentation Rate Deter 
minations in Diagnosis of Metastasis in Prostatic Carcinoma. R. N 
Boylan and J. H. Tillisch.—p. 931. 

Dissolution of Urinary Calculi.—Keyser and his co- 
workers attempted to attack the organic matrix of 150 urinary 
calculi in vitro by treating them with ferments preliminary to 
irrigation with solvent solutions such as G solution (monohydrate 
citric acid, anhydrous magnesium oxide and anhydrous sodium 
carbonate in distilled water). Of the enzymes: studied, 0.5 per 
cent urease is the most effective, with orthozyme, ficin protein- 
ase and trypsin showing a comparable but lesser degree of 
activity. These enzymes act by a digestant action on the 
organic matrix (colloids) of the stone. This is partly dissolved 
and partly swollen so that the cementing substance which binds 
the crystalline matter together is locsened and renders the latter 
more susceptible to dissolution by crystalline solvents. Positive 
evidence is presented that such enzyme treatment in vitro 
accelerates and intensifies the action of G solution, especially 
on alkaline calculi. This treatment was given a clinical trial 


in 18 cases of urinary calculi and alkaline-encrusted cystitis. 
Irrigation was provided through three ureteral. catheters, one 
inflow and two outflow catheters, which have been passed to 
the pelvis of the stone-containing kidney. The inflow catheter 
is connected to a Y tube which is attached to two containers, 
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a larger containing G solution ani a smaller flask with the 
ferment solution. A Foley retention catheter conducts drain- 
age from the bladder. There is presumptive evidence that the 
enzyme effect may likewise accelerate and intensify the effect 
of G solution and similar solvents in the dissolution of stones 
and calcareous material in the human being. In the problem 
of calculus dissolution the organic framework of stone is as 
important an object of attack as the crystalline matter. 

Continuous Gastric Lavage in Treatment of Uremia. 
—Vermooten and Hare treated 7 patients between the ages of 
55 and 86 years who had uremia associated with prostatism 
by continuous gastric lavage. When it was possible to intro- 
duce two nasal tubes into the patient's stomach, fluid was 
allowed to drip continuously into one tube while being auto- 
matically aspirated through the other. In the others % to 1 
ounce of fluid was injected into the stomach through a Levine 
tube, which was then again immediately connected to a con- 
tinuous suction apparatus. Fluid was injected into the stomach 
every ten minutes day and night. Continuous irrigation with 
about 10,000 cc. of fluid per twenty-four hours (about 150 
drops per minute) yielded optimum results. Severe uremia 
was corrected within twenty-four hours after beginning continu- 
ous gastric lavage. The blood urea level dropped within the 
first seven hours and continued to drop so rapidly that the 
patients regained consciousness and were clinically well within 
forty-eight to seventy-two hours after the initiation of the 
treatment. The effect of continuous gastric lavage on 3 female 
patients between the ages of 23 and 28 years who had chronic 
nephritis with hypertension and uremia is also reported. 
Although as much as 1 Gm. or more of urea was removed in 
twenty-four hours by continuous gastric lavage, the azotemia 
in these cases persisted and became worse. 


New England Journal of Medicine, Boston 
238:615-648 (April 29) 1948 


Evaluation of Curare in Spasticity Due to Spinal-Cord Injuries. 
Kuhn, and D. S. Bickers.—p. 615. 


R. A. 


Recklinghausen’s Neurofibromatosis _ Associated with Intrathoracic 
Meningocele. Report of a Case. C. S. Welch, Alice Ettinger and 
P. L. Hecht.—p. 622. 

Eosinophilic Granuloma: Report of Case with X-Ray Evidence of 
Rapid Progression. W. J. Baker, J. D. Houghton, E. Wissing and 
R. H. Betts.--p. 626. 


Severe Reaction to Tetraethylammonium Chloride. 
W. P. Chapman and J. B. Stanbury.—p. 629. 
Technical Advances in Physical Medicine. A. L. 
Retroperitoneal Ganglioneuroma.—p. 634. 
Massive Aspiration of Amniotic Fluid. 

tudinal Sinus.—-p. 637. 


238 :649-678 (May 6) 1948 
Repair of Hiatus Hernia of Diaphragm by Supradiaphragmatic Approach: 
Technic and Results. R. H. Sweet.—p. 649. 
Prolonged Paroxysmal Auricular Tachycardia: Report of Case Including 
Treatment with Veratrum Viride. E. W. Shaw.—p. 654. 
*Food Sensitivity in 100 Asthmatic Children. L. W. Hill.-—p. 657. 
*Generalized Exfoliative Dermatitis Due to Penicillin. J. O. Shaffer. 
p. 660. 
Regioral Anesthesia. J. M. Dondanville and M. J. Nicholson.—p,. 661. 
Pulmonary Fibrosis and Emphysema, with Slight Bronchiectasis. Cor 
Pulmonale.—p. 667. 
Metastatic Adenocarcinoma, Primary 
Food Sensitivity in 100 Asthmatic Children.—Hill 
studied 100 asthmatic patients and tested them by the scratch 
method. There were positive reactions in 218 scratch tests, but 
in only 44 or about a fifth was it definitely proved that the food 
could cause asthma. No symptoms were caused by 158 foods 
(72 per cent) to which tests showed cutaneous sensitivity. It 
is probably true that asthma would have been produced in 
some of these patients had a considerable amount of the food 
been ingested. Not uncommonly the degree of sensitivity to 
some of these foods, such as fish and nuts, is so high that as 
soon as any of the food touches the lips or enters the mouth 
the mucous membrane begins to swell and the food is immedi- 
ately spat out or regurgitated before there has been any chance 
for it to be absorbed. If these cases are included, the number 
of foods producing asthma is increased from 44 to 60. About 
a fifth of positive reactions te -seratch tests with foods in 
asthmatic children are of etiologic significance. The mother 
usually knows what food produces asthma, and has omitted it 
before cutaneous tests are done. Theoretically, any food can 


A. L. Friedlich Jr., 
Watkins.—p. 631. 


Thrombosis of Superior Longi- 


Site Undiscovered.—p. 671. 
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cause asthma; practically, not many foods commonly do so 
Fish, egg, walnuts, peanuts and chocolate are the most important 
Wheat and milk can cause asthma in children, but do not often 
do so. Sensitivity to food, which should always be taken into 
consideration in asthmatic children, is of relatively little impor- 
tance in comparison with sensitivity to pollen, other environ- 
mental allergens and infections of the upper respiratory tract 

Generalized Exfoliative Dermatitis Due to Penicillin. 

Shaffer reports the case of a man, aged 27, in whom penicillin 
was employed in typical impetigo contagiosa of the skin. 
Generalized exfoliative dermatitis developed. Generalized 
exfoliative dermatitis is a complication to be feared and should 
not be risked by the local application of penicillin ointment to 
in innocuous skin lesion. In the case reported continuation 
f intramuscular penicillin after the occurrence of the generalized 
rash might have caused a fatality. The occurrence of localized 
exfoliative dermatitis in other cases has illustrated the dangers 
of local penicillin. Penicillin ointment is contraindicated in 
the treatment of cutaneous lesions not only because of the 
reactions dangerous to life that may occur during the treatment 
of an innocuous condition but also because systemic sensitization 
may prevent later parenteral use of penicillin when it is 


needed to combat a severe systemic infection 


Ohio State Medical Journal, Columbus 
44: 329-432 (April) 1948 
Ditferential Diagnosis and Treatment of Diarrheas Z. T. Bercovitz 


Reversible Heart Disease H. Warshawsky and D. E Nolan p. 369 
Chemotherapy in Infants and Children 1Il. Streptomycin J. G. Kra 


. mer l 75 


Varicose Veins. W. W. Weis.—p. 378 


Philippine Medical Association Journal, Manila 
24:109-154 (March) 1948 


. NX i Diseases t l yro ] Estrada Pr I Nery and i. a 
DeVera p. 1 

Postpart Eclampsia Supervening Later thar Three Days After 
Deliver H \costa-Sisor p. 115 

Ver lin in Acute Mast itis with Report of 3 Cases. C. V. Yambao 
und F. Bong p. 11 

Conservative Treatment f Early Intestinal Intussusceptior Report of 
5 Cases G. A. De Venecia p. 123 

Ftheacy f Our I 1 Anti-Rabies Vaccine R. N Relova 1 12 


Texas State Journal of Medicine, Ft. Worth 
43:743-804 (April) 1948 


Management of Oral Infection in Relation to Somatic Disease 2 2 
Addisot p. 747 

Radiology as it Relates to Obstetrics. R. D. Moreton.—p. 753 

Reentgenologic Methods in Obstetrics M. Schneider.—p. 758 


Roentgen Pelvimetry E. G. Reuter.—p. 762 

Gynecologic Investigation of Patients in State Eleemosynary Institu- 
tions W. R. Cooke and J. D. Weaver.—p. 765 

Analysis ‘of Maternal Mortality at St. Joseph's Infirmary, Houston 
J. L. Spezia.—p. 767 

Diagnosis of Acute Primary Atypical Pneumonia, Etiology Unknown, in 


Children D. Greer p. 771. 
*Acute Laryngotracheobronchitis M. W. Everhart.—p. 776. 
Cooperation of Private Physician in School Health Work a 


Barrett.—p. 778. 

The Left Dominant Child. E. T. Bytrom.—p. 782. 

Acute Laryngotracheobronchitis.—According to Everhart 
acute laryngotracheobronchitis is predominantly a disease of 
infancy and early childhood. The author and others saw 
numerous cases of this type in a town in Texas during the 
winter of 1946 to 1947. About two thirds of the 67 patients 
treated by the author and another physician were cared for in 
their homes; the others were hospitalized. Throat cultures 
were taken and Schick tests were done on patients not recently 
immunized against diphtheria. None of the cases with laryngeal 
and obstructive symptoms reviewed here proved to be diph- 
theritic in origin. Sulfadiazine was given to each patient, and 
some received from 150,000 to 300,000 units of penicillin in oil 
and wax. Chemotherapy and rest in a warm, moist atmosphere 
play an important part not only in reducing the number requiring 
tracheotomy, but also in shortening the postoperative period. 
Tracheotomy, to be effective, must be done before the patient 
becomes exhausted. Four of the patients reviewed here required 
tracheotomy, and all recovered. 


. -&. Ba 
Sept. 25, 194% 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
56:253-316 (May) 1948 


Proteolytic Activity in Physiology, Pathology and Therapeutics of Thy 
roid Gland E. DeRobertis.—p. 253. 

Further Observations on Thiouracil and Related Substances in Treat- 
ment of Toxic Goiter. W. O. Thompson, Phebe K. Thompson and 
Dorothy M. Mandernach.—-p. 270. 

Sedium Pentothal Anesthesia in Obstetrics. C. L. Cooley and H. F. 
Schwarz.—p. 278. 

“Immediate Attention to Postpartum Cervix. D. G. Tollefson.—p. 285 

Study of Ten Years of Cesarean Sections at Emanuel Hospital. C. I 
Fearl.—p. 290. 

Recent Advances in Surgery of Newborn and of Early Infancy. F. W 
Rutherford.—p. 298 


Electron Microscope Studies of Normal Human Spermatozoa. J. H 
Sanders p. 306. 
Infertility and Stability of Marriage. P. Popenoe.—p. 309. 


Immediate Attention to Postpartum Cervix.—Tollefson 
says that since 1936 it has been the practice at his hospital to 
inspect all cervixes after the completion of the third stage. All 
lacerations of 1 cm. or more were repaired if there were no 
contraindications. Subsequent examination proved that immedi- 
ate care of these cervixes established the normal contour of 
the structure with a complete covering of squamous epithelium 
and no evidence or eversion or erosion. The edges were 
trimmed and sutures were placed about 0.75 cm. apart, includ- 
ing the entire musculature down to the mucosa. Of 1,269 
women delivered, 380 of whom were primiparas, 672 underwent 
cervical repairs. Excellent, good or fair results were obtained 
in all but about 4 per cent. This figure compares favorably 
with over 36 per cent of poor results in the 597 women who did 
not undergo repair. All cervixes should be inspected afte 
delivery of the placenta and all injuries greater than 1 cm 
should be repaired. When there is considerable thinning of th 
angles with minimal laceration, the edges should be trimmed and 
sutured in order to reestablish the normal contour of the cer- 
vix and prevent eversion, erosion and cervicitis. Repair oi 
the cervix should not be attempted when there is decided 
relaxation of the uterus, when there has been a recent infectio: 
and when prolongation of the anesthetic would be dangerous 
Immediate care of the cervix has an important place in tl 
prophylaxis of cancer of the cervix. 


Wisconsin Medical Journal, Madison 
47: 363-444 (April) 1948 

Psychiatry and General Physician. D. W. Hastings.—p. 379. 
Histamine in Certain Types of Headache. S. Salinger.—p. 382. 
Ringworm of Scalp. D. M. Ruch.—p. 385 
Research Project on Appendicitis in Rock County. T. J. Snodgrass, 

W. A. Munn and T. Filarity.—p. 388. 
Therapy in Acute Infectious Disease in Children. J. P. Conway.—p. 395 


47:449-552 (May) 1948 
Therapy in Epilepsy H. H. Merritt.—p. 463. 
Cyclodialysis and Iridectomy for Glaucoma with Cataract. L. A. Copps 
-p. 469. 
Management of Acute Cholecystitis. R. M. Zollinger.—p. 472. 
*Anesthesia and Liver Function. F. J. Pohle.—p. 476. 
[Treatment of Carcinoma of Cervix. R. S. Cron.—p. 480. 


Anesthesia and Hepatic Function.—Pohle made a number 
of tests of hepatic function before and at intervals after oper- 
ation in 154 patients. The patients were anesthetized with one 
of six agents as follows: chloroform, ether, cyclopropane, 
dibucaine hydrochloride (spinal), “pentothal sodium” or tri- 
bromoethanol. The duration of anesthesia was long and the 
operative procedures extensive. The majority of the patients 
were not well nourished. Impairment of hepatic function was 
detected after operation in about 50 per cent of the cases 
irrespective of which of the six anesthetics had been adminis- 
tered. The alterations in function were transitory and were 
rarely suspected clinically. Many factors besides the anesthetic 
agent contribute to the decrease in hepatic function frequently 
observed postoperatively. The importance of the nutritional 
state and the avoidance of oxygen lack are emphasized. Ihe 
present observations suggest that the deleterious effects of 
chloroform on the liver have been overemphasized in the past. 
However, the adverse cardiac effects which frequently occur 
do not warrant a general revival of the use of this agent im 
clinical practice. 
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An asterisk (*) before a title indicates that the article is abstracted 
Single case reports and trials of new drugs are usually omitted. 


Annals of Tropical Medicine, Liverpool 
41:7-40 (April) 1948. Partial Index 


Effect of High Temperature on Pupal Stage of Glossina in Relation to 
Transmission-Rate of Trypanosomes. T. A. M. Nash.—p. 30. 

Observations on Use of Cercarial Antigen in Diagnosis of Schistosomi- 
asis. D. M. Blair and W. F. Ross.-—p. 46. 

Leishman’s Stain Adapted for with Histologic 
Black.—p. 52. 

Simple Technic for Microscopy of Living Tissues in Situ, with Observa- 
tions on Splenic Circulation. D. Gall.—p. 54. 

Cultivation of Exoerythrocytic Forms of Plasmodium Gallinaceum: I. 
Preliminary Note. G. Gramiccia and R. H. Black.—p. 88. 

Resorption of Hemoglobin by Renal Tubules in Hemoglobinuria. R. H. 
Black.—p. 90. 


Sections. R. H. 


Use 


Pathogenesis of Liver Lesion Due to Administration of Carbon Tetra- 
chloride. W. H. H. Andrews and B. G. Maegraith.—p. 95. 
Infection of Reticulocytes by Plasmodium Falciparum and Plasmodium 


Malariae in Hyperendemic Indigenous Malaria. L. J. Chwatt.—-p. 101. 
Occurrence of Piroplasm, Entopolypoides Macaci, in East African Mon 

keys. C. M. Wenyon.—p. 118. 

Hepatic Lesion Due to Carbon Tetrachloride.— Andrews 
ind Maegraith say that in the course of experiments designed 
to elucidate the pathogenesis of centrilobular changes in malaria, 
the effect on the liver of administering carbon tetrachloride, 
hloroform and phenylhydrazine was investigated. Both carbon 
tetrachloride and chloroform, if given in sufficient dosage, lead 
to centrilobular necrosis and degeneration. The authors pro- 
vide evidence that the lesion is due, at least in part, to anoxia 
if the central region of the liver lobules, secondary to obstruc- 
tion of the blood flow through the sinusoids. This obstruction 
rises from swelling of the parenchymal cells, which leads to 
. diminished vascular bed within the liver. The majority of 
the experiments were made on albino rats. The authors describe 
: method of outlining the hepatic sinusoids with india ink. 


British Medical Journal, London 
1:719-770 (April 17) 1948 


Chemotherapy of Cholera with New Sulfonamide Compound. (“6257”). 
S. S. Bhatnagar, J. de Sa, F. Fernandes and P. V. Divekar.—p. 719. 


freatment of Ringworm of Scalp. R. T. Brain, K. Crow, H. Haber 


and others.—p. 

Prevention of Ringworm in Tropics. H. R. Jolly.—p. 

Effects of Sex and Thyroid Hormones on Process of Ageing in 
Rats. V. Korenchevsky.p. 728 

Serum Iron in Normal Women. S. Dahl.—p. 731. 

Refractory Iron Deficiency Anemia Treated with Intravenous Saccharated 
Oxide of Iron. L. S. P. Davidson and R. H. Girdwood.—p. 733. 
New Sulfonamide Drug in Chemotherapy of Cholera. 
According to Bhatnagar and his associates of Bombay the new 

compound “6257,” which is a condensation product of sulfa- 
thiazole and formaldehyde, shows great bactericidal and growth- 
inhibiting action against Vibrio cholerae in in vitro tests. When 
administered parenterally to mice it gives 100 per cent protection 
igainst septicemia resulting from intraperitoneal cholera infec- 
tion. It is not so successful when given by mouth. This is 
due to deficient blood concentration of the drug. In the course 
of an epidemic in an endemic area, patients were treated in 
their homes with this drug. In the absence of any adjuvant 
treatment, the. survival rate compared favorably with that 
obtained by the usual therapeutic methods. Although patients 
have usually recovered at the end of seventy-two hours, a 
schedule of treatment extending over seven days is advised 
because of the persistence of cholera vibrios in the stools. In 
the present series the excreta were free from vibrios on the 
sixth day. The two outstanding properties of “6257” that are 
in sharp contrast to those of other sulfonamide derivatives 
are the absence of toxicity within the zone of therapeutic action, 
its slow absorption from a subcutaneous “depot” and equally 
slow excretion from the system, so that blood concentration 
can be maintained at a higher level for a longer period of time. 
lf future experience shows that the therapeutic value of “6257” 
and that of other similarly prepared compounds possessing these 
two qualities extends over a wider field of pathogenetically 
important bacterial species, it might be that the sulfonamide 
derivatives would regain their place of priority in clinical 
therapy. This would be a welcome reversion from the point 
of view of production as well as economy. 
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Lancet, London 
1:581-620 (April 17) 


Stomach. H. Taylor.—p. 581. 
Treatment of Tuberculous Meningitis; 


1948 


Carcinoma of 


"Streptomycin Streptomycin in 


Tuberculosis Trials Committee Medical Research Council. G. Mar 
shall and others.—-p. 582. 

Blood-Sugar Levels in Slow Starvation. M. L. Chakrabarty.-p. 596. 

“Intensified Electrical Convulsion Therapy in Treatment of Mental Dis 
orders. L. G. M. Page and R. J. Russell.—p. 597. 

Local Fascial Repair of Femoral Hernia. D. F. E. Nash.—p. 598. 


Streptomycin in Tuberculous Meningitis.— Marshall and 
his associates say that in September 1946 the Medical Research 
Council appointed a committee to direct clinical trials of strepto- 
mycin in the treatment of tuberculosis. This report is concerned 
with the results in tuberculous meningitis. The centers kept 
uniform records and followed general recommendations regard- 
ing dosage. The general results reported here refer to a total 
of 105 proved cases. All the cases were proved by culture, 
by guinea pig inoculation or by postmortem examination. A 
more detailed analysis is concerned with 92 of the cases. Of 
the 105 patients 67 have died, and of the 92 patients 61 have 
died. Of the 33 children under 3 years, 27 died; of the 72 
older children and adults, 40 died. Of the patients admitted at 
an early stage of the disease, 42 per cent were making good 
progress, compared with 26 per cent of those at a medium 


stage and 7 per cent of those at an advanced stage on 
admission. This indicates the great importance of early diag- 
nosis. Of the patients who received streptomycin only intra- 


muscularly, 11 per cent made good progress, compared with 
35 per cent of those receiving streptomycin by both intra- 
muscular and intrathecal routes. In patients who ultimately 
fared badly, tubercle bacilli were isolated from the cerebro- 
spinal fluid much more frequently during the first three weeks 
than in patients who made good progress. Strains isolated 
from 22 patients between the twenty-ninth and the one hundred 
and thirty-sixth day of treatment were tested for sensitivity ; 
only 3 of these were resistant to streptomycin. 

Intensified Electrical Convulsion Therapy.—Page and 
Russell studied the effect of increased voltage and duration. 
The voltage was gradually increased from the minimum of 
100 volts necessary to produce a major convulsion to a fixed 
standard of 150 volts. The duration was similarly increased 
from 0.3 second to a standard of 1 second. The effect of 
repeated electrical shocks administered during the convulsive 
phase was investigated. Ultimately a standard of 150 volts 
for 1 second followed by five shocks during the primary con- 
vulsion was reached, since it was noted that, once a major 
convulsion had been induced, no increase in intensity of the con- 
vulsion resulted from the extra shocks. Treatment is given 
daily and never less than two hours after a meal. The few 
patients who show apprehension or are known to be restless 
after treatment are given sedation. Daily treatment is stopped 
as soon as there is a remission or pronounced confusion. It 
is seldom to reach confusion, because a remission 
usually takes place after the first few treatments. Amnesia 
resulting from the treatment can be ignored, and the course 
continued. Memory always returns within a few days. The 
risk of fracture seems to be less with the new technic than with 
the old. More than 300 patients have received treatment by 
the new technic and more than 1,500 individual treatments 
have been given without fracture or dislocation. 


necessary 


Transactions Royal Soc. Trop. Med. and Hyg., London 
41:575-686 (March) 1948. Partial Index 


Comparative Merits of Sternum, Spleen and Liver Punctures in Study of 


Human Visceral Leishmaniasis. E. Ho, Tsung-Hsin Soong and 
Yung Li.—p. 629. 
Protein Content of Cerebrospinal Fluid in Trypanosomiasis. K. R. Hill 
p. 641, 
Surgicai Treatment of Large Elephantoid Scrotum. A. C. Lovett 
Campbell.—p. 645. 
Plague Controlled in Haifa by Use of DDT Alone. J. S. McKenzie 


Pollock.—p. 647. 

Results of Investigation of Therapeutic Action of Paludrine and Pama 
quin on Acute Attacks of Benign Tertian Malaria. J. F. Morik. 
—p. 657. 

Quinine By Continuous Intravenous Drip in Treatment of Acute Falci- 
parum Malaria. J. H. Strahan.—p. 669. 

Failure of Neo-Arsphenamine in Relapsing Vivax Malaria. J. W. Field, 
R. Stewart Johnston and H. Smith.—p. 677. 
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Acta Medica Scandinavica, Stockholm spermatozoa constitutes the toad’s chorionic unit (Bufo unit), 
130-213-316 (April 24) 1948. Partial Index W hich is equivalent to 10 international chorionic units. Libera- 
a ndery te niga ; , tion of spermatozoa occurs as soon as the hormone reaches the 

ws nay f ‘t ae Se P Pg fo ee a testicle. Spermatozca appear in toad’s urine forty to fifty 

Kidney GC nail wees D tring Sulfonamide Therapy. A. H. Andersen minutes after the injection and not before, regardless of the con- 

ind I. Andersen.—p. 259 centration of hormone in the injected urine. The greater the 

-_ eae ee = Pregnancy to Chronic Pancreatitis. J. W- concentration of hormone in the injected urine, the greater the 

*Pr etre ole al Pneumonia: Report of 112 Cases with Positive Cold umber of spermatozoa in the urine. The Galli-Mainini test 

Agglutination Reaction. G. Laurell.—p. 299 for pregnancy can be used for quantitative determination of 


Primary Atypical Pneumonia.—Laurell reviews observa- 


tions on patients with suspected primary atypical pneumonia 


whose blood samples were examined for cold agglutinins. The 
reaction was positive in 112 cases and only these cases were 
included in the present investigation. This does not mean, 


however, that clinically typical cases in which the reaction was 
negative could nct have been primary atypical penumonia. The 
reaction to the cold agglutination test was considered positive 
from having been negative in taken during the 
icute phase of the disease, it was positive in the convalescent 
stage with a titer of at to Ye. The was the 
case if the titer increased during the course of the disease from 
44 to lw A titer value of 4:4 when cbtained during the 
convalescent phase was also regarded as positive. The author 
and roentgenologic observations 
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American Review of Soviet Medicine, New York 
§:97-128 (April) 1948 


Virus Etiology of Malignant Tumors. N. N. Petrov p. 97 

Early Treatment of Esophageal Burns in Children PrP. M Rassudov 
Poly f the Esophagus. M. S. Mikhelovich.-p. 105 

Treatment of Acute Nephritis. Y. Y. Shpirt.p. 10 


I Ultraviolet Microscope I 4 Larionov 


ving nd Dead Cells Under 
and FE. M. Brumberg.—p. 111 

Treatment of Acute Nephritis.— Accordirg to Shpirt acute 
nephritis may be divided into three stages. In the initial phase 
of less than two weeks’ duration, the predominant factor is 
arteriolar and hypertension that causes cardio- 
vascular deficiency and glomerular involvement. In the second 
stage, lasting from two to twelve weeks, inflammation of the 
glomeruli with other changes is predominant. Hypertension 
is still present, but heart failure and edema are often not in 
evidence. In the third there is advanced involvement 
of the glomerular apparatus. The reappearance of arteriolar 
hypertension at this stage should be considered as secondary 
to the inflammation in the kidneys. To reduce the hyperten- 
sion of the arteriolocapillary system that was caused by a 
disturbed neuroregulatory mechanism, the authors used onc 
bilateral paranephric block. Fifty cubic centimeters of a 1 per 
cent solution of magnesium sulfate was injected on each side. 
Seventeen of 20 patients with stage 1 nephritis responded to 
paranephric block. All clinical signs of the disease disappeared 
in ten days. In the second stage of the disease, block reduced 
the high blood pressure and edema in ten days, but the urine 
did not return to normal. In the third stage of acute nephritis, 
block was not effective, sometimes causing increase of albumi- 
nuria and hematuria. In nephrosis, as well as in nutritional 
edema, block aggravated the condition. 


capillary 


stage 


Anais Brasileiros de Ginecologia, Rio de Janeiro 
13:87-172 (Feb.) 1948. Partial Index 
“New Method for Quantitative Determination of Chorionic Hormone 

N. de Castro Barbosa.—p. 115. 

Method for Determination of Chorionic Hormone.— 
lve Castro Barbosa found that in the Galli-Mainini test for 
pregnancy, liberation of spermatozoa from the toad’s testicle 
and thcir elimination in the toad’s urine take place only when 
the hormone in the injected urine is in a certain concentration. 
The minimal concentration capable of stimulating liberation of 





chorionic hormene in urine or in the pharmacologic assay for 
chorionic hormone in drugs. 


Archivos Inst. de Cardiologia, Mexi.o, D. F. 
18:177-332 (April 30) 1948. Partial Index 


Infarct: Pre 
S. Zaja 


"Analysis of 100 Consecutive Cases of Acute Myocardial 
liminary Report with Discussion of Use of Anticoagulants. 
rias and L. Méndez.—-p. 278. 

Acute Myocardial Infarct.—Zaijarias and Méndez analyzed 
100 consecutive cases of acute myocardial infarction observed 
at the National Institute of Cardiology of Mexico. The anti- 
coagulant treatment was not administered to patients in this 
group. Mortality and morbidity of this group were lower than 
those reported by Nay and Barnes in a group of 100 patients 
who did not have anticoagulant treatment, and lower than those 
observed by Parker and Barker in 50 patients who were given 
anticoagulant treatment. The authors feel that anticoagulant 
treatment should be resorted to only in cases showing a certain 
degree of thrombophilia. 


Nordisk Medicin, Stockholm 
37:349-396 (Feb. 20) 1948. Partial Index 


Pathogenesis and Therapy of Thyrotoxicosis. H. Wijnbladh.—p. 351. 
“Continuous Methylthiouracil Treatment in Thyrotoxicosis. Results After 
Termination of Treatment. K. Kjerulf-Jensen and E. Meulengracht 
p. 358. 
*Continuous Methylthiouracil Treatment in Hyperthyreosis. A. R. Frisk 
—p. 363 


Roentgen-lodine Treatment in Basedow'’s Disease (Thyrotoxicosis) 


H. Rasmussen.——p. 367 


Diagnostic Tolerance Test with Radioactive Iodine in Hyperthyreosis 


=> 


B. Skanse.—-p. 372 

Diseases Associated with Thyrotoxicosis O. Selvaag.—p. 375. 
Osteoporosis with Collapse of Spinal Column After Prolonged Admit 

istration of Thyroid Hormone. E. D. Bartels.—p. 382. 

Prolonged Treatment with Methylthiouracil in Thyro- 
toxicosis.—The treatment was started in Bispebjerg Hospital 
and was continved in ambulant patients under control. Kjerulf- 
Jensen and Meulengracht state that the 170 patients on transfer 
to ambulant treatment were as a rule able to work at once or 
soon, except in cases in which age or other than thyrotoxic dis- 
order interfered. The duration of the treatment varied from 
five to thirty-seven months. On a follow-up 38 patients wer« 
still under treatment, 20 had completed the treatment less than 
three months previously ; 101 patients were observed from three 
to thirty-four months after the treatment, an average of seven- 
teen months. All thyrotoxic symptoms had disappeared or 
regressed. In most cases there was a gradual decrease in the 
size of the goiter after the treatment, and in some cases com- 
plete disappearance. Adenomatous goiter present before the 
thyrotoxicosis is the most likely to persist, but has been known 
to decrease in size after treatment. In 10 cases there was a 
recurrence after a symptom-free period of nine to thirty months. 
Later recurrences may be expected. Recurrence calls for 
another treatment with methylthiouracil. 

Prolonged Treatment with Methylthiouracil in Hyper- 
thyreosis.—Frisk says that since 1944 in 160 cases hyper- 
thyreosis has been treated with methylthiouracil, in some cases 
with similar substances. Thyroidectomy was done in 14 cases, 
and for various reasons the treatment--was* discontinued in 
another 12 cases. In 73 of the remaining cases the treatment 
was completed in three to thirty-six months. In 20 cases recur- 
rence led to repeated treatment, now ended in 8 cases. Sixty- 
one patients, 32-observed for over a year and 23 for over a year 
and a half, continue to be without symptoms after withdrawal 
of the drug. Previously untreated patients with enlargement of 
the thyroid and patients on whom thyroidectomy has been done 
respond most rapidly to the treatment and have the best chance 
of permanent remission. Hyperthyreosis with considerable dis- 
turhance of the thyroid, toxic adenoma and intrathoracic goiter 
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should be treated operatively. Treatment with thiouracil deriva- 
tives for two weeks is advised; the reaction of the patient and 
his cooperation can be observed during this time and the decision 
as to treatment made. 

Diseases Associated with Thyrotoxicosis.—Hypertension 
was present in 51 of Selvaag’s 392 cases of thyrotoxicosis ; 
coronary thrombosis in 2; valvular heart defect in 7; simple 
anemia in 96; disorders of the respiratory organs in 11, of the 
digestive tract in 25, of the urcgenital tract in 21, in other 
endocrine organs in 19; polyarthritis in 9 cases; humeroscapular 
periarthritis also in 9; rheumatic fever in 2, and nervous dis- 
orders in 5. Combined diabetes and thyrotoxicosis were encoun- 
tered in 8 cases. 


Prensa Medica Argentina, Buenos Aires 
35:387-424 (March 5) 1948. Partial Index 
“Sciatica With Intermittent Claudication Due to Enteroptosis. J. M. 

Obarrio.—p. 387. 

Sciatica of Intermittent Claudication Type.—-The author 
reports 3 women between the ages of 33 and 42 with subjective 
disturbances of sensation in che distribution of the greater sciatic 
nerve, and paresthesia, which disappeared in two patients and 
diminished in one when the patients were in the horizontal 
position and reappeared when they were in any other posture 
or when they walked. This type of sciatica is a form of neuritis 
of the greater sciatic nerve with intermittent claudication which 
can be unilateral or bilateral.and which may he complicated 
hy neuritis of other nerves originating in the lumbar or sacral 
plexuses. The main symptoms are pain and paresthesia. In 
some cases there is hypoesthesia or hyperesthesia. The motor 
function, tone and nutrition of the muscles supplied by the sciatic 
nerve are frequently diminished. The neurologic signs cor- 
respond to the distribution of the greater sciatic nerve. The 
condition is due to enteroptosis with consequent compression 
4% the sacral plexus in the pelvis by intestinal loops. The prog- 
nosis is favorable. The treatment consists of the correction of 
enteroptosis. 

Presse Médicale, Paris 
56: 337-348 (May &) 1948 


Myocardial Infarct Following  Stellectomy for <Angina  Pectoris 


0. Vanielopolu.—p. 337 


Osteotomy in Pseudarthrosis of Neck of Femur. G. Menegaux and 
B. Lascaux.——p. 338. 
Syndrome of Mauriac: Glycogenosis and Hepatomegaly. A. Hanns. 


—p. 339. 


Myocardial Infarct Following Stellectomy.—Danielopolu 
stresses that when lIonnesco in 1922 reported his first case of 
ingina pectoris in which stellectomy had been done, he at once 
bjected to the interruption of the sympathetic fibers of the 
myocardium and of the coronary vessels, with their vasodilator 
effect, in a disorder in which the myocardium is frequently 
impaired and in which coronary spasm is one of the chief 
factors. That his warning was justified is proved by the fact 
that acute cardiac insufficiency, sudden death and myocardial 
infarct may follow stellectomy. In view of the fact that this 
operation has no other effect than the suppression of the pain 
in the chest and that it fails to prevent the attacks, which may 
prove fatal, he reemphasizes his warnings against any operation 
that suppresses the dilator system of the coronary circulation. 


Schweizerische medizinische Wochenschrift, Basel 
78 : 345-368 (April 17) 1948 


Bloodless Extensive Opening of Cavity and Its Therapeutic Prospects 
G. Maurer.—p. 345. 

Problem of Malpractice. in 

p. 349. 

Pretended Invulnerability of Body. (Animal Experiments to Test Mirin 
Dajo’s Performance). E. Schlapfer.—p. 352. 

Pathogenesis of Hemorrhage of Retina and 
Associated with Acute Rise of Intracranial 
to Casuistics of Intracranial Hemorrhage. 
and Leni Wolff-Wiesinger.—p. 355. 


Bloodless Opening of a Tuberculous Cavity.—Maurer 
describes a method of bloodless opening of a tuberculous cavity 
by which the occurrence of a phlegmon and of disadvantages 
associated with Monaldi’s suction drainage may be avoided. 


Medical Profession. H. C. & Wengen. 
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\ cavity is punctured through the thoracic wall with a trocar 
consisting of a trocar point with steel wire, a Laminaria hollow 
peg which covers the wire, and a metal cap with central boring, 
a regulator screw and two side wings serving as handle of the 
The exchangeable Laminaria peg is the main 
feature of the technic. A set of pegs are employed 12 cm. in 
length but of diameters which increase 1 mm. each from 
6 to 13 mm. The peg of smallest diameter is used first and is 
left in the puncture canal for twenty-four hours; it swells and 
is then removed to be replaced by a cavity catheter around 
which the puncture canal closes, thus preventing any infection. 
The catheter is replaced by a peg with a wider diameter. By 
several repetitions of this procedure a gradual dilatation of the 
granulation canal is obtained. The cavity contents are drawn 
off every morning. The closure of the draining bronchus occurs 
either spontaneously or by cauterization with the aid of the 
thoracoscope. Streptomycin therapy is instituted after the 
swollen Laminaria peg has been replaced for the last time by a 
18 mm. cavity catheter which remains in the drainage canal 
for three days. <A strip of gauze immersed in a streptomycin 
selution is introduced into the cavity; after that 0.1 Gm. of 
streptomycin in 12 cc. of an isotonic sodium chloride solution 
—l cc. every two hours for twenty-four hours—is dropped on 
the gauze, which acts as a wick within the cavity. Local 
application of streptomycin may be combined with intramuscular 
injections of the drug. The tamponade of the cavity is repeated 
every two to four days. The method is indicated in cavernous 
phthisis no longer amenable to medical treatment or to surgical 
intervention because of the size and the location of the cavity, 
in respiratory insufficiency or in the presence of myocardial 
lesions or of severe extrapleural foci such as intestinal tuber- 
culosis. 
Wiener klinische Wochenschrift, Vienna 


60: 265-280 (April 30) 1948. Partial Index 
Aspects. E. 


instrument. 


Phantom Limb: Psychologic and Clinical Menninwer 
Lerchenthal.—p. 265. 

Ferment Inhibiting Substance in Pathogenesis of 
Importance of This Theory. A. Christiani.—p. 267. 

‘Evaluation of Pleural Involvement in Course of Tuberculosis in Cases 


with Subsequent Skeletal Tuberculosis. A. Ravelli.--p. 271. 


Cancer: Clinical 


Pericillin in Treatment of Mastitis with Abscess Formation. A. Kotek. 
p. 274. 
*Flies as Carriers of Poliomyelitis Virus. F. Puntigam.—-p. 276. 


Pleurisy and Tuberculosis.—Ravelli stresses that tubercu- 
lous pleurisy appears as an early manifestation of tuberculosis 
and must be given the same serious consideration as the early 
tuberculous infiltration of lung. Pulmonary _ tuberculosis 
develops in 20 to 30 per cent of patients within two years 
of the appearance of tuberculous pleurisy. Tuberculous dis- 
semination into the systemic circulation, particularly the skeletal 
system, is frequent. The author presents several case histories 
which demonstrate that tuberculous pleurisy may be followed 
within the year by a skeletal tuberculosis. A skeletal lesion 
may be recognized as tuberculous when the previous history 
reveals an attack of tuberculous pleurisy or when roentgenologic 
examination reveals traces of an earlier pleurisy. Thorough 
examination and sufficiently prolonged treatment and care of 
patients with tuberculous pleurisy may prevent the development 
of skeletal dissemination. 

Flies as Carriers of Poliomyelitis Virus.—Puntigam says 
that the Canton Wallis and the city of Lucerne have employed 
a systematic eradication of flies by means of spraying with 1 per 
cent solution of DDT (4,4’-dichlorodiphenyltrichloroethane) for 
the last two years. Comparison of the morbidity figures for 
poliomyelitis before and during the time that flies were 
eradicated with DDT revealed that this measure had no 
influence on the course of outbreaks of the disease. The author 
points out that these investigations corroborate the opinions 
of Fanconi, who does not regard flies as the necessary inter- 
mediate hosts of poliomyelitis. It is possible that flies occa- 
sionally carry poliomyelitis virus as they do typhoid bacilli. For 
this reason it is advisable to combat flies in the sick room and 
its immediate surroundings and also to disinfect the excreta 
of patients with poliomyelitis. 
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Compulsory Health Insurance. By Elizabeth W. Wilson Studies in 
Individual and Collective Security No. 3 Paper Price, $1 Pp. 138, 
with illustrations National Industrial Conference Board, In« 247 Park 
Ave New York 17, 1947 

The book is a cross between an actuarial and an economic 
treatise on the subject of sickness insurance Miss Wilson is 
4 student of statistics and uses charts and tables liberally in 
developing her arguments against compulsory health insurance ; 
nor does she rely entirely on her own knowledge but draws 
from numerous sources in piecing together over five hundred 
quotations and references. The government's interest in health 
insurance is traced from the passage of Britain's National 
Health Insurance Act in 1911 to the introduction of the Wagner- 
Murray-Dingell bills. The Wagner-Murray-Dingell bills, espe- 
cially the bill introduced in 1945, are exposed in their true light. 
lhe author considers carefully the problems of administration, 
particularly those in regard to malingering, adequate benefits, 
ooperation of personnel, methods of paying physicians and 
government interference... “Medical adequacy” and “economic 
feasibility” are considered important enough to require separate 
chapters. Completing the book is a long list of pros and cons 
on the subject, arranged in parallel columns to provide a quick 
résumé of the arguments on both sides of the subject. “Com- 
uulsory Health Insurance” is a refreshing book. Every medical 
society, medical school, hospital, and college library should 


have a copy on fils 


Psychopathology and Education of the Brain-injured Child. By Alfred 
\. Strauss, President, Cove Schools for Brain-Injured Children, Racine, 


W and Laura E. Lehtinen, Educational Director, Cove Schools for 
Brain-Injured Childret Cloth Price, $5 Pp. 206, with 45 Mlustra 
tions Grune & Stratton, Inc ik] Fourth Ave., New York 16, 1947 


This book presents the results of intensive psychologic and 

lucational research over twenty years. It is a major con- 
tribution to the understanding and management of the child 
whose intellectual, personality and behavioral deficiencies result 
from organic damage to the brain. It is concerned primarily 
with children who do not have severe cerebral palsy or other 
motor involvement—a group which has been more neglected, 
probably, than any other type of mentally defective or neuro- 

gically afflicted child 

The first section of the book deals with the psychopathology 

f the child with an injured brain. After chapters on a 
historical review of the problems and anatomic considerations 
come the three most significant chapters of this section, 
describing the perceptual, conceptual and behavioral disorders 
of children with organic brain disease. There is a description 
of a number of ingenious psychologic tests for evaluating the 
kind and degree of disturbance of perception and concept forma- 
tion. These tests are still qualitative rather than quantitative, 
but further research may lead eventually to their refinement 
on a par with the well established standardized psychometric 
technics. Some of the tests described are entirely original ; 
thers are adaptations or modifications of technics used in the 
more widely explored field of the psychopathology of the 
brain damaged adult. The research on behavior disorders is less 
satisfying ; although there is a fairly clear picture of the behavior 
disturbances which result from brain injury, there seems to be 
no way of distinguishing behavior patterns resulting from such 
injury—such as lack of inhibition, hyperactivity, impulsive action 
and irritability—from similar patterns resulting from schizo- 
phrenia, neurosis or other emotional disorders. 

The s:ction on the education of the child with an organic 
involvement of the brain is rich in detailed descriptions of novel 
technics and devices for teaching this type of child. General 
educational procedures—such as the elimination of distracting 
stimuli from the outside, within the schoolroom and from study 
materials or the provision of manipulative devices—are geared 
to the specific defect. Illustrated and carefully described mate- 
rials and methods are presented for the major educational areas 
of arithmetic, reading and writing. The variety and nature 
of the devices, facilities and technics described, the need for 
adaptations for each case and the slowness of the educative 
process in these children necessitate a special, and expensive, 
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school set-up for the child with an injured brain. However, 
teachers in institutions for the feeble minded, public school 
classes for the mentally handicapped and even in schools for 
normal children will find much that can be useful to them. 

Clinical child psychologists and workers in the field of special 
education are the groups to whom this volume will be most 
directly and repeatedly useful. However, it is to be highly 
recommended, also, to neurologists, psychiatrists, pediatricians 
and all other physicians who have contact with disturbed or 
retarded children 


Techniques de laboratoire: Chimie physique, chimie biologique, chimie 
clinique. Par M. Abribat et al. Secrétaire de la rédaction: J. Loiseleur 
chef de service a l'Institut Pasteur. Préface de M. J. Tréfouel, directeur 
de l'Institut Pasteur Paper Price, 1600 franes Pp. 907, with 169 
illustrations Masson & Cie, 120 Boulevard Saint-Germain, Paris, 6° 
1947 

This book attempts to correlate physical chemistry, biologic 
chemistry, and clinical chemistry. Its sequence is well carried 
out, beginning with general considerations of methods of 
examination. The first chapter discusses the various implements 
and solutions in titration fluids. The methods of measuring 
viscosity are explained. 

There is a chapter by Latarjet, of the Institute of Radium of 
the Pasteur Institute of Paris, on radiations in biochemical 
technics. This is an unusual chapter and one of great impor- 
tance. There is another chapter on photometric determinations 
of various absorbents. 

In the third part on biological chemistry there is a complete 
und exhaustive description of microchemistry of the various 
metals 

The isolation, purification and crystallization of proteins is 
fully described by J. J. Perez, Chief of the Laboratory of the 
Pasteur Institute. There is a complete chapter on the potentio- 
meter titration of proteins and also a complete story of certain 
amino acids. The nucleoproteins are fully discussed, as are 
lipids and glucides. An unusual chapter is that dealing with 
quantitative immunochemistry and its use in immunology and 
chemistry. The estimation of the various mineral elements in 
plasma is considered thoroughly. 

The latter part of the book, devoted to clinical chemistry, will 
be found most interesting to clinical pathologists, There ar« 
taken up urinary acidity and the nitrogenous constituents of 
normal urine, as well as the fixed mineral elements of urine 
Urinary albumin is the subject of a special chapter, and it is 
well described. There is a special chapter on the microscopic 
examination of urinary sediments. Another chapter is devoted 
to the pathologic variations of spinal fluid and of fecal material. 
The amount of sulfonamides in blood, urine, spinal fluid, and 
tissue is thoroughly described, as is the estimation of vitamins 
and hormones in biological fluids. 

The function of the liver is discussed in a chapter entitled 
“Functional Activity of the Liver According to Blood and 
Urine Analyses.” The functional activity of the kidneys is 
also considered fully. 

All together, this is an excellent reference book for any 
laboratory. The latter portion of the book is especially 
interesting to the clinical pathologist. 


A Text-Book of Pathology: An introduction to Medicine. By William 
Boyd, M.D., M.R.C.P., F.R.C.P., Professor of Pathology and Bacteriology 
of the University of Toronto, Toronto. Fifth edition. Cloth. Price, $10 
Pp. 1049, with 530 illustrations. Lea & Febiger, 600 S. Washington 
Square, Philadelphia 6, 1947. 

The first edition of Boyd's “A Textbook of Pathology” 
appeared in 1932 and the new fifth edition in 1947. The 
average of one new edition each three years is an indication 
of the popularity of this book. The new edition maintains 
the same high quality of clarity and readability and the same 
scientific standards that characterized the preceding editions. 
In his preface to the first edition the author stated that the 
volume was “intended for students of pathology, whether 
undergraduate or postgraduate, and not for the pathologist 
and professional laboratory worker. . . . The object of 
the student should be to gain a grasp of the fundamental prin- 
ciples underlying the subject.””. Dr. Boyd has, therefore, pre- 
sented the general principles of pathology with clearness and 
force and has pointed out the application of these principles 
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to the practice of medicine. “Pathology in relation to the living 
patient is the motif of this book.” 

The fifth edition of 1,049 pages, of which 351 
are devoted to general pathology, 667 to special pathology 
and 29 to the index. It has been extensively revised, some 
parts have been rewritten and new material has been added. 
The author mentions 30 new sections that have been added. 
\mong these are: liptotropic factors in relation to diseases of 
the liver, dermatofibroma, sclerosing hemangioma, myocardial 
infarction without coronary occlusion, Loeffler’s pneumonia, 
intestinal lipodystrophy, alloxan diabetes, renal anoxia, inter- 
stitial cell tumors of the testis, primary splenic neutropenia and 
fibrous dysplasia of bone. New material pertaining to twelve sub- 
jects has been added; among them are cystic fibrosis of the 
pancreas, folic acid in relation to macrocytic anemia, the patho- 
genesis of poliomyelitis, hemochromatosis, burns, Dock’s obser- 
vations on the structure of the coronary arteries and allergy in 
the production of lobar pneumonia. Seven sections have been 
entirely rewritten: carcinogenesis in its relation to enzymes 
ind viruses, silicosis and anthracosis, necrosis and cirrhosis of 
liver, Cushing’s syndrome, the Rh factor in congenital 
vemolytic disease, ankylosing spondylitis and Volkmann's con- 
tracture. A section on allergy, omitted from the preceding 
dition, has been rewritten and reinserted. 


consists 


the 


The volume contains 500 illustrations, which, in general, are 
xcellent, and 30 colored plates, illustrating both gross and 
nicroscopic lesions. Dr. Boyd’s manner of presenting the 


veneral principles of pathology is positive and at times, per- 
aps, dogmatic, but his opinions are generally sound in the 
ight of present knowledge. Pathologists, even if they found 
wothing new in the book, could learn much from the method 
if presenting a difficult subject. The practitioners of medicine 
© surgery will find it useful if they desire “to indulge in the 
eriodic brain dusting recommended by Osler.” This book 
s well printed on paper that is only slightly glossy and can 
« read without undue eye strain. 


Thomas Addis, 
The Mac- 


Glomerular Nephritis: Diagnosis and Treatment. By 
.D., F.R.C.P. Cloth. Price, $8. Pp. 338, with 59 illustrations. 

illan Company, 60 Fifth Ave., New York 11, 1948. 

For four decades Thomas Addis hasbeen a path-finding 
nvestigator of the kidney in health and disease. His many 
studies have significantly advanced understanding of the func- 
tion and architecture of the pathologic kidney and the clinical 
spects of renal disease. This lifework has now culminated 
1) a monograph: “Glomerular Nephritis: Diagnosis and Treat- 
ment.” Actually, the book contains much more than the title 
uggests. It serves as a medium for presenting not only Addis’ 
iten unorthodox views on Bright's disease, but also his basic 
philosophy of medical practice at a time when accumulation of 
knowledge in diverse fields has rendered it more difficult for the 
individual physician to insure his patient the maximum ayvail- 
ible help. The book starts with a chapter on relatively 
simple laboratory methods developed by Addis, which require 
ew facilities and little technical help but nevertheless are 
sufficiently accurate for guidance of treatment. A brief section 
on dietetic principles follows. Means for inferring the nature 
and extent of a renal lesion are elucidated in detail. After an 
interesting development of the basic principles of classification 
of disease in general and of renal maladies in particular, the 
differential diagnosis and clinical picture of glomerular nephritis 
are covered in extenso. Finally, the treatment of glomerular 
nephritis is discussed, with a useful appendix on quantitative 
dietetics for patients. 

Addis’ monograph is the antithesis of a textbook. It 
largely a presentation of his own observations and experiments 
—many not previously published—with little discussion of 
literature. Addis has decided views on many controversial 
problems and presents detailed evidence in support of his 
opinions. Particularly documented are the descriptions of his 


1s 


many years of experimentation with partial ablation of the 
kidneys in rats and the effects of various diets on survival. 
Largely on the basis of these experiments, Addis feels that 
impairment of renal function in glomerular nephritis may be 
retarded by diets as low in protein as is consistent with good 
nutrition. 
when more 


He holds that greater “osmotic work” by the tubular 
urea excreted accelerates failure of the 


cells is 
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kidney and that a low protein diet “rests” the kidney. Addis 
thus advocates a return to dietetic treatment in vogue twenty- 


five years ago and since generally abandoned. It does not 
seem that enough evidence is presented to justify protein 
restriction over the often decade-long course of chronic 


glomerular nephritis. The description of the urinary sediment 
is highly original and the best with which the reviewer is 
acquainted. In a section headed “Abnormalities in Plasma 
Protein Formation,” Addis accepts as an independent entity 
what is generally known as lipoid nephrosis. He describes 
a cyclic course with complete clearing and recurrence; this the 
reviewer has not seen. 

This book is an important contribution which will reward 
the close attention of serious students of Bright's disease and 
should leave an imprint on thought and practice in the field. 


The Pathology of Nutritional Disease: Physiological and Morphological 
Changes Which Result from Deficiences of the Essential Elements, Amino 
Acids, Vitamins, and Fatty Acids. By Richard H. Follis, Jr., M.D., 
Associate Professor of Pathology, Duke University School of Medicine 
Durham, N. C. Fabrikoid. Price, $6.75. Pp. 291, with 72 illustrations 
Charles C Thomas, 301-327 E. Lawrence Ave., Springfield, IlL., 1948. 

This readable and not too lengthy monograph is a scholarly 
and critical review of current knowledge of nutritional disease. 
The main emphasis is on the morphologic end results of the 
deficiencies, with perhaps less attention paid to biochemistry and 
physiology than some would like. Each of the forty or more 
indispensable nutrients treated separately. Seventeen or 
eighteen of the ninety-odd metallic and nonmetallic elements 
are included, as well as ten of the twenty-odd amino acids, 
three closely related fatty acids and fifteen vitamins, in which 
there is evidence in one or more species for indispensability. 
The abnormalities in mammals provoked by deficiencies of 
these several substances are described. Illustrations add to 
the value of the book. They are numerous and excellent. Many 
of them are original. The bibliography of about 800 references 
covers most of the important literature. Although little attention 
is given to diagnosis of nutritional disease in man, the clinical 
aspects of the subject are not entirely neglected. 

Much information has been accumulated in the last few 
decades to explain the action of the several essential nutrients, 
but much is wanting to complete the picture. A conspicuous 
gap in current knowledge is the lack of correlation of anatomic 
and biochemical changes. “Biochemists can thank pathologists 
for many ot the leads which have opened up horizons in physio- 
logical chemistry ; the reverse is true as well. But it is unfortu- 
nate that the twain seklom meet The author further 
emphasizes the point that as yet “no single nutrient has been 
simultaneously studied from the biochemical, physiological and 
morphological standpoints—something which is greatly to be 
desired.” 


Is 


” 


so 


Proteins and Amino Acids in Nutrition. Edited 
M.A., Ph.D. Cloth. Price, $7.50. Pp. 566, with 
hold Publishing Corporation, 330 W. 42nd St., New York 18, 


by 
illustrations, 
1948. 


Melville Sahyun 
Rein- 


This is designed to supplement and extend an earlier volume 
edited by Dr. Sahyun, “Outline of the Amino Acids and Pro- 
teins.” Since certain aspects of the intermediary metabolism 
of special amino acids were considered in some detail in the 
earlier volume, the treatment of certain phases of protein 
metabolism in the present volume is somewhat limited. These 
gaps are readily remedied if the two books are used jointly 
as a source of information on the metabolism and _ nutritional 
value of proteins and amino acids. 

The opening chapter of the present volume is an extensive 
discussion of “Proteins in Nutrition (Historical), which is 
supplemented by 18 photographs of men whose work is impor- 
tant in this field (from Magendie, 1781, to Lafayette B. Mendel, 
1872). This historical treatment is not duplicated in English 
elsewhere to the knowledge of this reviewer. While it 
difficult and perhaps unfair to single out individual chapters as 
of unusual excellence, 3 may be mentioned as unique. The 
chapter on “Caloric, Vitamin and Mineral Requirements with 
Particular Reference to Protein Nutrition” is concerned with 
an aspect of proteins which has assumed special importance in 
recent years and well merits the 39 pages devoted to it. 
Another chapter, “Economic Aspects of Food Proteins (66 


1s 
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pages), discusses sources of protein food, proteins in dietaries 
of human beings, animals as food protein converters, economic 
population in relation to 
other practical aspects of 

Much of this material has not heretofore 
and thus organized. Mention must also be 
discussion of the “Relation of Hormones to 


purchases, 
supplies and many 


aspects of food proteimn 
food protein 
protein nutrition. 
been assembled 
made of the fine 
Protein Metabolism.” 

The clinician will find value in the 6 
devoted to problems of clinical interest, such as “Plasma Pro- 
teins and Their Relation to Nutrition,” “Proteins Nutrition in 
and “Proteins as Related to Burns.” The 
volume concludes with 2 chapters on “Toxins, Antitoxins and 
Related Substances” and “Filtrab'« 

An appendix which presents tables of food composition should 
Each chapter concludes 


much of chapters 


Surgical Patients” 


Viruses.” 


be of particular value to dietitians 
with an extensive bibliography, useful to students and research 
workers in particular 

The book can be highly recommended to the physician who 
wishes to extend his knowledge of prcteins in nutrition as an 
up-to-date work of and to medical students and 


workers in nutrition and public health 


reference 


Winton, M.D., D.Se., Professor of Phar- 
and L. E. Bayliss, Ph.D., Reader in 
Third edition Cloth Price, $7 
Blakiston Co 1012 Walnut St 


Human Physiology. By F. R 
University College, London 

Univers ty London 
with 248 iUlustrations The 
1948 


macology 
Physiolocsy 
Pp. 582 
Philadeiphia 


College 


In this edition the two original authors (Drs. Winton and 
Bayliss) have become essentially editors, as in fourteen of the 
fifteen chapters other scientists and specialists are listed as 
This textbook of physiology for medi- 
ly condensed to about half the number 
standard American text on this subject for 
The author-editors are convinced that 
medical students today are compelled to memorize and master 
too many facts at the expense of thinking and analysis: “The 
medical student is expected to know too much and to think too 
little.” The condensation is achieved at the expense of elimi- 

much of the factual data on man and especially 
animals on which the generalizations and conclusions 

One may question whether this is an aid to think- 
medical students. There can be no 
criticism of the confine the data 
far as possible, to human physiology. But the 
pertinent historical references and conclusive experiments on 
other animals is a stimulus to thinking, particularly for doctors, 
as long as we must depend on animals for the source and 
standardization of essential medicines, not to speak of the 
understanding and control of malnutrition, infections, cancer, 
etc. The illustrations are clear and helpful. The presentation 
is usually precise and factual. Some loose thinking is liable 
to slip into any texthook. This volume is no exception. We 
(p..2) that: “perhaps the most characteristic feature 
of health is that a man can move about as quickly and for 
as long as he likes.” This is not true. Competing athletes 
will testify to the contrary, and even the healthy man, trying 
to run from the charging tiger, is not lacking in will but in 
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Nursing in Tuberculosis. By Louise Lincoln Cady, R.N. Cloth. Price, 
$3.75 Pp. 481, with 64 illustrations. W. B. Saunders Co., 218 W 
Washington Square, Philadelphia 5, 1948 


book contains a large store of information of value 
nurses. The material is presented in four sections as 
follows: (1) “Hospital Aspects,” (2) “The Nurse’s Part in 
Treatment and Control, ” (3) “Nursing Aspects” and (4) 
“Educational, Social and Other Problems.” In the first section 
appears a fine chapter concerning the nurse’s work in the 
tuberculosis hospital and another on the public health nurse in 
the tuberculosis hospital. The final chapter in this section is 
devoted to prevention of tuberculosis among nurses. Follow- 
ing a discussion of the problem, some of the methods that have 
been employed to protect nurses are discussed, such as examining 
all patients admitted to general hospitals, the student health pro- 
gram of general hospitals, education of the patients and com- 
municable disease technic, in which the author points out that 
such technic has been effective in the control of other con- 
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tagious diseases and therefore should be useful in tuberculosis. 
In the discussion of artificial immunization a few statements 
appear with which a great many workers in tuberculosis in 
this country may take issue. Among the 5 chapters under the 
second section is an excellent chapter on the nature of tubercu- 
losis and another on epidemiology. The first chapter in the 
third section is entitled “Tuberculosis Case-Finding.” This 
is devoted almost entirely to the roentgen method of case- 
finding. The chapter entitled “The Nurse’s Part in Establish- 
ing a Diagnosis” contains information valuable to the nurse, 
pertaining to all of the diagnostic procedures, including bac- 
teriologic studies and tuberculin tests. An excellent chapter is 
devoted to the general nursing care of the tuberculous patient. 
This is followed by a chapter on “Communicable Disease Pre- 
cautions,” in which the use of gowns and masks is described and 
Considerable space is devoted to nursing care in 
collapse therapy, including artificial pneumothorax and_ the 
various surgical procedures. Oxygen therapy is also given 
censiderable attention in this connection. Entire chapters are 
devoted to “Tuberculosis in Pregnancy,” “Diabetes” and “Extra- 
Tuberculosis,” such as of the bones and joints and 
genitourinary tract. The last section of the book is composed 
of 8 chapters devoted to such subjects as “Health Teaching in 
the Home,” “Mental Hygiene,” “Rehabilitation of the Tubercu- 
lous Patient.” “The Tuberculosis Clinic” and “Tuberculosis 
Legislation.” This book can be recommended as a valuable 
addition to the libraries of students and graduates of nursing. 


evaluated. 
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Kompendium der topischen Gehirn- und Riickenmarksdiagnostik : 
Kurzgefasste Anieitung zur klinischen Lekalisation der Erkrankungen und 
Verletzungen der Nervenzentren. Von Dr. Dr. h. c. Robert Bing, ordent- 
licher Professor der Neurologie an der Universitit Basel, Basel. Thir- 
teenth edition. Cloth. Price, 25 Swiss francs. Pp. 288, with 133 
illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New York 16 
Benno Schwabe & Co., Klosterberg 27, Basel 10, 1948. 

This is the thirteenth edition of Bing’s compendium, and it 
continues to occupy first place in its value as a compend for 
students, physicians and postgraduates in neurology. It con- 
tains 130 illustrations and 3 plates. It is divided into threc 
parts, namely: (1) localization of spinal cord lesions in trans- 
and longitudinal planes; (2) localization of cerebral 
(3) lesions of the cerebrum, the basal ganglions and 
the hypophysis. There is an excellent discussion on cerebral 
and basal aneurysms. This book is highly recommended t 
physicians who can read German. 
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The Anatomy of the Eye and Orbit, including the Central Connections. 
Development, and Comparative Anatomy of the Visual Apparatus. By 
Eugene Wolff, M.B., B.8., F.R.C.S., Ophthalmic Surgeon, Royal Northern 
Hospital, London. Third edition. Cloth. Pp. 440, with 323 illustrations 
The Blakiston Co., 1012 Walnut St., Philadelphia 5, 1948. 

The present volume proves that anatomy of the eye, together 
with general anatomy, is not a static subject. In addition to 
making a number of corrections the author has added more 
than 80 illustrations, the total number being 323, which makes 
for more ease in the study of this fascinating subject. Research 
in recent years has made it necessary for changes to be mack 
in the descriptions of the ciliary muscle, the substantia propria 
of the cornea, the vitreous, the zonule of Zinn, the distribution 
of the lacrimal fluid, the mucocutaneous junction at the lid 
margin, the precorneal film, the retinal capillaries and the 
central connections of the visual apparatus. The volume has 
a beautiful format, many illustrations and clear and concise 
descriptions. It deserves a place in every library where the 
slightest interest in general anatomy, and specific anatomy of 
the eye and orbit, may arise. 


Pathologie des zones pulmonaires. Par H. Warembourg, professeur 
agrégé A la Faculté de médecine de Lille, Lille, et P. Graux, médecin des 
hépitaux de Lille, Lille. Préface du Professeur Jean Minet. Paper. 
Price, 380 francs. Pp. 141, with 70 illustrations. Masson & Cie, 120 
Boulevard Saint-Germain, Paris 6°, 1947. 

A thorough knowledge of the anatomy of the pulmonary zones 
has assumed an importance not yet sufficiently appreciated, as a 
basis for the interpretation of anatomic and clinical findings in 
pulmonary and pleural disease. The work discusses in well 
illustrated text the various pulmonary zones and their inter- 
zonal barriers, and their relation to the branches of the bronchial 
tree. A clinical presentation of illustrative cases completes 
the hook. 
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BOOK 


Chemica: Russian, Self-Taught. By James W. Perry. Contributions 
to Chemical Education, Number 4. Cloth. Price, $3. Pp. 221. Jour- 
nal of Chemical Education, 20th and Northampton Sts., Easton, Penn- 
sylvania, 1948. 

According to the author of this volume, more chemical 
research is being reported in Russian than in any other lan- 
guage, except English. The need for chemists to be able to 
read chemical Russian has developed to a critical point. The 
author feels that the reading of chemical Russian can be learned 
by self instruction during spare time. This volume is offered 
as an aid. The first two sections of the book discuss aptitude 
for learning languages in general and methods for studying 
Russian in particular. The third section summarizes Russian 
word-building methods of importance with regard to scientific 
terminology. The fourth and fifth sections review inorganic 
and organic nomenclature. The final section of this book 
an alphabetic glossary of technical terms of particular impor- 
tance to chemists. It is suggested that the book be used by 
chemists in conjunction with a dictionary and a grammar. 
Callahan's “Russian-English Technical and Chemical Diction- 
ary” is recommended. 


is 


N. 
di 
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aggziornamento 
illustrations. 


Annata terapeutica 1947. M 
tore resp. “Clinica nuova,” 
terapeutico Paper. Price, 
Clinica Nuva. Casella Postale 

This volume, written in Italian, contains in alphabetical 
arrangement .a list of diseases with comparatively brief dis- 
cussions on the diseases and measures of treatment.  Inter- 
spersed throughout the book are advertisements for articles, 
some of which seem out of keeping with the title of the volume. 
lor those in the United States the book provides an interesting 
reflection of therapy in some European centers; otherwise, it 
is of limited value to American medicine, as exception could 
he taken to some of the proposed treatments. 


Coppo, redattore capo; 
Supplemento annuale 

1200 lire. Pp. 672, 

164, Rome, [n. d.] 


Rocky Mountain Conference on Infantile Paralysis, December 16 and 
17, 1946, Denver, Colorado. Sponsored by the University of Colorado 
School of Medicine and Hospitals. and the National Foundation for Infan- 
tile Paralysis, Inc. Paper. Pp. 199, with illustrations. University of 
Con'orado, School of Medicine and Hospitals, 4200 E. 9th Ave., Denver 7, 
1947. 

In December 1946 a conference on iniantile paralysis was 
held under the sponsorship of the University of Colorado 
School of Medicine and Hospitals and the National Foundation 
for Infantile Paralysis. The proceedings of that ccnference 
are reported in this volume. The papers together with the 
discussions are presented through the use of planographing. 

Many of the most able research scientists in the field of 
virus diseases, as well as prominent clinicians, presented papers 
or took an active part in the round table discussions. The 
subjects in this report include: “Epidemiology of Poliomyelitis,” 
“Problems in the Field of Virus Infections,” “Bulbar Polio- 
myelitis” and “The Care of the Polio Patient.” 

The material contained within this volume should be con- 
sidered an indispensable addition to the library of each inves- 
tigator or clinician who is currently concerned with any part 
of the problem of poliomyelitis. 


Biology of Disease. By Eli Moschcowitz, M.D. Mt. Sinai Hospital 
Monograph No. 1. Cloth. Price, $4.50. Pp. 221, with 1 illustration. 
Grune & Stratton, 381 Fourth Ave., New York 16, 1948. 


This monograph is a collection of essays on various diseases 
in which the author has had a special interest. Most of the 
essays had appeared individually in medical journals. Mosch- 
cowitz attempts to integrate the concepts in regard to a number 
of diseases by elucidating the evolution of various diseases from 
their larval to their terminal states and also by pointing out 
the manifold interrelationships between many common disease 
syndromes. The topics selected for discussion vary from com- 
mon diseases such as hypertension, arteriosclerosis and obesity 
to rarely encountered conditions such as myeloma, Libman- 
Sacks disease and polycythemia vera. The outlook of the author 
is broad and stimulating. Only those aspects of the diseases 
considered which are of special interest to the author are taken 
for discussion; the treatment is not exhaustive. The style is 
clear. The qualities which make this book distinctive are also 
its points ef. weakness; by attempts at broad integration some 
overgeneralization and speculation have occurred. 
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The 1947 Year. Book of Endocrinology, Metabolism and Nutrition. 


Endocrinology. Edited by Willard 0. Thompson, M.D., Clinical Pro- 
fessor of Medicine, University of Illinois College of Medicine, Chicago. 


Metabolism and Nutrition. Edited by Tom D. Spies, M.D., Chairman, 
Department of Nutrition and Metabolism, Northwestern University 
School of Medicine, Chicago. Fabrikoid. Price, $3.75. Pp. 575, with 


86 fllustrations. Year Book Publishers, 304 S. Dearborn St., Chicago 4, 


1948. 

This book again is divided into two sections, the first being 
reserved for endocrinologic problems and the second for 
metabolic and nutritional considerations. ~ In the endocrine 
section are abstracts of articles, with frequent comments by the 
editor, related to observations made in man and to some animal 
experiments considered to have a bearing on the interpretation 
of clinical phenomena. Among the glands about which there 
are articles are the pituitary, thyroid, parathyroid, adrenal, 
testes and ovaries. 

The section on metabolism and nutrition has been arranged 
to permit grouping of the abstracted articles into those con- 
cerned with the pancreas and liver, alimentary tract, hemo- 
poietic system, cardiovascular system, the brain and nervous 
system, genitourinary system, dermal, muscular and _ skeletal 
systems, malnutrition and therapy. The editors of the two 
sections have done a creditable job in choosing articles of 
interest primarily for the general practitioner, but which also 
may be helpful for the specialist. Like the other volumes in 
this series, the book will be welcomed by many as a useful 
addition to their libraries. 


How to Help Your Child Grow Up: Suggestions for Guiding Chil- 
dren from Birth Through Adolcscerce. By Angelo Patri. Cloth. Price, $4 
Pp. 352. Rand McNally & Co., 536 S. Clark St., Chicago 5, 1948. 

Dr. Patri needs no introduction, for he has possessed the 
reputation of a leader in education and child guidance for many 


years. The material in this book is an adaptation of the 
material used in Dr. Patri’s widely syndicated newspaper 
column “Our Children.” The book is divided into sections 


which are in turn divided according to subject. The subject 
index in the back of the book enables one easily to find refer- 
ences to such parental worries as eating habits, health, 
arithmetic, gambling, money and unmanageable child. The 
advice is always simple, sound and practical. This book is 
valuable reading for every parent. Because it discusses all 
those nonmedical problems which often worry parents more 
than the usual illnesses of childhood, this book should be on 
every pediatrician’s and general practitioner’s reference shelf. 


“Oncocercosis” (enfermedad de Robles). Homenaje al tercer Congreso 
pan-americano de oftalmologia, La Habana, enero 1948. Universidad de 
San Carlos, Facultad de ciencias médicas. Asociacién oftalmologica de 
Guatemala. Paper. Pp. 257, with 74 illustrations. Guatemala, C. A.., 
1947. 

In this study of the problem of onchocercosis in Guatemala, 
originally presented at the Third Pan-American Congress of 
Ophthalmology, the several phases of the problem of oncho- 
cercosis are discussed in individual chapters by Guatemalan 
physicians who have devoted considerable time to a detailed 
analysis of the disease in Guatemala. Historic, geographic 
factors, epidemiologic and important pathologic considerations 
are discussed in detail. Seventy-four excellent plates showing 
typical pathologic lesions of the disease are included. Because 
of the excellent initial work of Dr. Rudolph Robles in this 
disease, it has been suggested that the disease be named 
“Robles disease.” The report is well annotated and contains 
many useful references to investigation of this disease in other 
areas. 


Kinesiology Laboratory Manual. By Leon G. Kranz, M.S., Professor 
of Physical Education and Chairman of the Department, Northwestern 
University, Evanston, Ill. Looseleaf. Paper. Price, $2.75. Pp. 177, with 
illustrations. C. V. Mosby Co., 3207 Washington Bivd., St. Louis 3, 1948. 

This manual, in loose leaf plastic binding, is intended pri- 
marily for students of physical education, and for them it has 
definite value. It presents clearly and logically the origin, 
insertion, leverage and action of important muscles of the 
human beady. The author has added an observation to each of 
them, especially with regard to their use in sports and other 
physical activities. The illustrations are excellent and easily 
understandable. 
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PNEUMOCOCCUS POLYSACCHARIDES 
To the Editor:—What is the status of immunization against pneumococcus 
infection by means of the polyvalent pneumococcus polysaccharides? 
| have taken @ somewhat skeptical attitude becouse of the great number 
of antigenic factors i..troduced M.D., New York. 


\Nswek.—From the few studies published it appears that 
immunity against pneumococcic pneumonia can be 
whieved by vaccination with specific polysaccharides. In one 
eport (J. Exper. Med. 82:445, 1945), a large group of persons 
was vaccinated with solutions of the capsular substances of 
pneumococeus types I, Il, V and VII. Cases of pneumonia 
caused by these respective pneumococci were greatly reduced 
thereby, but the number of cases caused by other 
was‘about the same as in former years. 
papers in the September 1947 issue 
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Because of the declining 
monia in general, it is questionable if attempts to immunize 
persons routinely against it are worth while Even during 
epidemics of minor infections of the respiratory tract such as 
influenza, the incidence of pneumococcic 
lobar pneumonia is usually only 1 to 1,000 or Under 
special circumstances it is, of course, important to prevent 
pneumonia, as, for example, (a) in small, localized outbreaks in 
institutions, military groups and but by the time 
immunization is established, the outbreak is usually finished; 
b) in patients with chronic diseases or in debilitated persons 
who are apt to be exposed to infection; (c) for the unusual 
type of person who has repeated attacks of pneumococcic pneu- 
monia or other localization with the same or with a different 
type of pneumococcus, and (d) for members of a family c* 
nurses strongly exposed to a patient with the disease 


was 
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“AMBERLITE” 

1948 Exploring the Unknown, Research Insti- 
tution of America, broadcast a@ program of a new treatment for 
hyperacidity and gastric ulcers with a resin which they claimed for 
superior to the alkaline aluminum hydroxide. Kindly advise whether 
there is ony virtue in this treatment. If so, what firm menufactures it 


To the Editor:—On Feb. 8, 


and under what name? Chas. W. Hartwig, M.D., Cockeysville, Md. 
\NSWER.—Probably “amberlite IR IV” is the material in 
question, This is an anion exchange resin capable of reducing 


hydrogen ion concentration of gastric juice in vivo and in vitro, 
as well as inactivating pepsin. It has been shown to be prac- 
tically nontoxié for rats or man when taken orally. For prac- 
tical clinical use a fine mesh must be used to provide maximum 
exposure surface for absorption of acid. A 200 mesh material 
has generally been employed. 

Early clinical trials indicate that “amberlite IR IV” is a quick 
ting, effective acid neutralizer that will relieve the pain of 
peptic ulcer. The resin is insoluble and does not disturb acid- 
hase balance. Because of the undesirable formaldehyde-like 
smell and the gritty, sandy taste, capsules may be more desirable 
than the straight powder form of administration. Though small 
doses, as low as 0.25 Gm., will reduce acidity, this reduction 
is apparently transient, and large repeated doses, as high as 
0.60 Gm. need be given to reduce the acidity to effective 
low or negative values. The ideal dosage has not yet been 
determined. Recurrences and complications have occurred with 
resin therapy, even while the material was being taken. The 
effects of neutralization are transient as with other antacid 
therapy. 

It is unwarranted to conclude at this time that “amberlite 
[R IV” is superior or even equal to the usual antacids for 
neutralization of gastric acidity in the clinical management of 
peptic ulcer. Further carefully controlled studies by competent 
clinical observers are needed for proper evaluation. The resin 
is still limited to investigational use, and may be obtained from 
the National Drug Company, Philadelphia, or the Resinous 
Products and Chemical Company, Philadelphia. 
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CURE IN SYPHILIS 
To the Editor:—A white man aged 21 years acquired a chancre in Méy 

1946. He was treated for one week with multiple injections of peni- 
cillin (amount unknown, but given in a United States Army hospital). 
At thot time his blood serologic reaction was negative. All subsequent 
blood serologic reactions have been negative. Spinal fluid serologic 
reaction was negative one yeor ago, and is negative now. Evidence of 
any type of recurrence is absent. 1. What is the likelihood of relapse? 
2. What further testing should be done, and at what interval? 3. May 
he marry now; if not, when? 4. If he marries now, what tests, if any, 
should be done for his wife (a) if pregnancy occurs and (b) if it does not? 


M.D., Massachusetts. 


Answer.—l. It is possible but not likely that a relapse will 
occur in this case because the most dangerous period from the 
point of view of relapse is in the first two years after treatment 
has been completed. His syphilis was treated at the most 
opportune time; i. e., during the seronegative chancre stage. 
2. There should be a general physical examination and blood 
test performed every six months for about five years. It is not 
necessary to examine the spinal fluid again in this case. It is a 
good working rule that if for five years after completion of 
treatment all tests give repeatedly normal results, the patient 
may be considered as cured for all practical purposes. 3. He 
may marry at any time. 4. (a) During pregnancy the wife’s 
blood should be tested in the first month and again in the sixth 
month. (>) In the interest of caution, the wife's blood should be 
tested three to four months after marriage 


CHRONIC ALCOHOLISM 

To the Editor:—i have several patients for whom their families have 
requested treatment for chronic alcoholism. ! have started the use of 
the McBride treatment of increasing doses of atropine and strychnine 
in an effort to render the taste of liquor unpleasant. Would yo: please 
advise on the value of this treatment or of better therapy. Can you 
recommend centers or physicians in the Southwest who make a specialty 
of this treatment? M.D., New Mexico. 


\NSWER.—Strychnine without atropine has been used by 
Perisson (Union méd. du Canada, 72:317 [March] 1943), and 
an evaluation of the treatment may be found in Queries and 
Minor Notes, J. A. M. A. 126:138, 1944. The answer to this 
query points out that alcohol in the inebriated person is com- 
pletely oxidized or eliminated within twenty-four hours after 
he has stopped drinking, so that after this it is no longer a 
question of combating the narcotic action of the alcohol by 
strychnine. Also, the period of heightened nervous irritability 
following alcoholic excesses might be further aggravated by 
strychnine. The addition of atropine to strychnine might have 
some slight value as aversion treatment. The aversion treat- 
ment which appears to be effective in about 50 per cent of the 
cases is that developed by Voegtlin and his associates. Even 
with this method the recent writings of Voegtlin and Lemere 
(Quart. J. Stud. on Alcohol, 2:782-785 [March] 1942) indicate 
that considerable additional psychotherapy is usually necessary 
to insure success. These authors reported unfavorably on the 
use of strychnine and atropine. The information available 
regarding the McBride treatment would indicate that no centers 
or physicians using this treatment in the Southwest or elsewhere 
should be recommended. 


KELOID 
To the Editor:—it is my impression that excision followed by roentgen 
therapy is the most effective form of treatment for keloids. What is 
the cause of this condition, its incidence in the white race and other 
forms of therapy? Gale D. Johnson, M.D., Dunn, N. C. 


ANnswer.—The cause of keloid formations is unknown. The 
Negro race is especially subject to them, but they may appear 
in any one at any age and equally often in the sexes. It is 
believed that those which arise spontaneously follow insignificant 
injuries, such as insect bites. Otherwise, these growths may 
follow injuries, burns or infections. Certain varieties of the 
latter, such as scrofuloderma, are prone to keloidal complication. 

The most effective treatment is radiotherapy. Roentgen rays 
or radium may be used. When the keloids are of recent origin 
and small, radiation alone suffices in many instances. When 
they are older and large, it may be necessary to excise them 
and to follow the surgery by using roentgen rays or radium. 
Some keloids, such as those following gasoline, hot water and 
chemical burns, may require only excision or grafting in 
addition if extensive. Ordinarily, surgical treatment alone 
without radiation, however, invites return of the keloid in some- 
what larger dimensions. Other methods for removing these 
growths have been described and found useful. None of them, 
however, is reliable, and radiotherapy remains the treatment of 
choice. 
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QUERIES AND 
ECLAMPSIA 


To the Editor:—The literature generally describes the typical, pathologic 
findings in eclampsia as a periportal necrosis of liver due to throm- 
bosis of the smaller portal veins. Has experience been reported on 
the use or value of anticoagulants in combating this lesion? 


Charles E. Galt, M.D., Carlsbad, N. M. 


ANswer.—In a recent article J. Van S. Maeck and H. Zilli- 
acus (Am. J, Obst. & Gynec. 55:326-331 [Feb.] 1948) present 
evidence from the literature to show that in pregnancy, and 
especially in toxemia of pregnancy, at least one substance 
(fibrinogen) and possibly a second (thromboplastin) ig present 
in increased amounts and that in eclampsia the coagulation time 
of the blood is decreased, thereby predisposing to generalized, 
diffuse thrombi. It is logical to assume that heparin in part, 
because of its anticoagulant action through its ability to neu- 
tralize thromboplastin and fibrinogen (?) and because of its 
antiagglutination effect, can inhibit the pathologic changes 
and favorably influence the clinical findings. A case of toxemia 
is presented in which abrupt and decided improvement which 
continued was observed nine hours after treatment intravenously 
with 150 mg. of heparin. Three additional cases of toxemia 
treated in Finland are mentioned. In 1 of these, a case of 
severe toxemia and eclampsia continuing post partum, definite 
improvement was noted after heparin therapy at a time when 
the prognosis was exceedingly grave. 

However, caution must be exercised in the use of anticoagu- 
lants in cases of toxemia, in which there is nearly always an 
hepatic disturbance and also some renal involvement. Accord- 
ing to N. W. Barker (M. Clin. North America 29:929-935 
| July] 1945) among the contraindications to the use of “dicu- 
marol” are the presence of definite hepatic insufficiency and the 
presence of definite renal insufficiency because these conditions 
greatly prolong and increase the effect of “dicumarol.” 


UMCKALOABO 


To the Editor:—Can you give me any information about a drug called 
“Umekalowbo?” | understand that this was mentioned in a book called 
“Burma Surgeon” and is supposed to be of some value in the treat- 
ment of tuberculosis; at least my information is that it is used for this 


purpose in Burma. James W. W. Dimon, M.D., Utica, N. Y. 


\nswer—*“Umekalowbo” probably refers to “umckaloabo,” a 
plant or group of plants of somewhat dubious origin. Appar- 
ently, about 1900, a quack by the name of Charles H. Stevens 
brought some plants from South Africa to England, from the 
hark of which he prepared an extract which was exploited for 
many years as a “consumption cure.” A complete history of the 
Stevens consumption cure was published by the Bureau of Inves- 
tigation of the American Medical Association in THe JouRNAL, 
95:951, 1930. The extract used by Stevens was claimed to 
he “umckaloabo.” 

An article in Dental Cosmos, 57:1366, 1915, stated that 
“umckaloabo” refers to a group of South American herbs 
employed as infusions by the natives for all diseases of an 
infectious nature. A 5 per cent solution of the native tincture 
has been reported to be antiseptic. Bernoulli and Thomann in 
their book “Ubersicht der gebrauchlichen und neueren Arznei- 
mittel,” 1946, also mentioned “umckaloabo” as a fluid extract of 
a South African plant, which has been claimed to be useful 
in infections. 

Apparently the term “umckaloabo” does not refer to a spe- 
cific substance or even to a specific plant but has been applied 
to various plants and extracts obtained in widely separated 
parts of the world. A search of the scientific literature for 
the past fifty years reveals no information with regard to its 
successful use in tuberculosis. 


DIETARY LAW 
To the Editor:—is there any gastric distress and consequent gastric dis- 
turbance from using both animal and liquid albumin (casein—albumin) at 


one meal? The Jewish dietary laws do not allow the consumption of 
meat and dairy products at the same time. M.D., Pennsylvania. 


ANSWER.—While substantial reasons are now apparent for 
many of the old dietary laws, some of them are not supported 
by evidence. We know of no reason for avoiding the ingestion 
of meat and milk or fish and milk at the same meal. There is 
nothing in either of these combinations to make them dangerous 
when combined, unless one or both of the combination is con- 
taminated. 
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ACETYLSALICYLIC ACID 
To the Editor:—Is it possible to make a solution or a suspension in which 
acetylsalicylic acid will remain stable? 
E. A. Fry, M.D., Columbus, Ohio. 


ANswer.—Acetylsalicylic acid hydrolyzes in the presence ot 
water to free salicylic and acetic acids. This action is hastened 
in aqueous mediums containing either acid or alkaline constitu- 
ents. The decomposition of acetylsalicylic acid may be inhibited 
somewhat by substances such as glycerine or sugars. (A rela- 
tively stable solution may be made by dissolving the required 
amount of acetylsalicylic acid in a mixture of equal parts of 
alcohol and glycerine.) It is considered impractical to make 
a solution or a suspension of acetylsalicylic acid which will 
remain completely stable; for that reason it is suggested that 
sodium salicylate might be used in place of acetylsalicylic acid 


CONGENITAL SYPHILIS 


To the Editor:—The serologic reactions of a young married woman, now 
pregnant, with congenital syphilis without physical manifestations were 
not altered by adequate antisyphilitic therapy. She is now receiving 
additional antisyphilitic therapy with penicillin, oxophenarsine hydro- 
chloride and bismuth compound. What procedure should be followed 
to determine whether or not the expected infant is affected? In view 
of the mother’s positive serologic reactions | presume that the cord 
blood and the infant’s blood may show positive serologic reactions. 


Benjamin Trachtman, M.D., Brooklyn, N. Y. 


ANSWER, —It would be most unusual for this infant to be 
born with syphilis: (a) because the mother will have had 
sufficient treatment to protect the infant, and (b) because 


undoubted instances of third generation syphilis are extremely 
rare. The infant’s status may be established by means of 
repeated blood tests, physical examination and roentgenograms 
of the long bones. 

The blood of both mother and infant should be examined by a 
quantitative method. If the infant’s blood gives a_ positive 
reaction even though there is no syphilis, the titer should be 
as low as or lower than that of the mother and there should be 
a negative reaction in a few weeks. If the titer of the infant’s 
blood is greater than the mother’s and if it continues to rise, it 
indicates that syphilis may be present. All tests should be per- 
formed in the same reliable laboratory. 

The clinical manifestations of congenital syphilis are usually 
apparent by the third or fourth week and consist of an eruption 
of syphilids, snuffles, rhagades, an enlarged spleen, cracked lips 
and a peculiar cry. 

Roentgenograms of the long bones for evidence of osteo- 
chondritis should be taken routinely in the first six weeks of 
life. According to Stokes, progressing osteochondritis which 
may occasionally be accompanied by periostitis occurring in a 
seropositive infant during the first six weeks of life may be 
considered as establishing a diagnosis of syphilis. One must not 
confuse the syphilitic changes with epiphysial and periosteal 
lesions that may be produced by other conditions, particularly 
by bismuth salts used for the treatment of the mother during 
pregnancy. 





RABIES VACCINE REACTION 

To the Editor:—Will prophylactic rabies vaccine cause suppurative menin- 
gitis? A white man aged 35 years became lethargic, then unconscious; 
had a stiff neck, a temperature of 103 to 105F., a white blood cell 
count of 21,000 to 25,000 and spinal fluid showing 300 plus pus cells 
per cubic millimeter; 90 per cent polymorphonuclear leukocytes and no 
bacteria on smear. Two spinal fluid cultures were negative.  itliness 
occurred following nine prophylactic rabies injections. Vaccine was pro- 
vided by the U. S. Public Health Service at Little Rock, Ark. (ultraviolet 
killed preparation). Pellicle formation occurred in the spinal fluid. The 
patient’s recovery was uneventful after treatment with streptomycin and 
penicillin intramuscularly and intrathecally and administration of mixed 
sulfadiazene, sulfathiazole and sulfamerazine. Residual effects were absent. 
Apparently unusual in his clinical picture was a lethargic state without 
evidence of excitement. Kariton H. Kemp, M.D., Texarkana, Ark.-Texas. 


Answer.—Prophylactic rabies vaccine will not cause sup- 
purative meningitis. This type of meningitis is always due 
to bacterial invasion and not virus infection. Your patient 
had an attack of encephalomyelitis due either to a postvac- 
cinal rabies reaction or faulty vaccine, and an attenuated form 
of rabies resulted. From the history given your patient 
probably had an attack of postvaccinal encephalomyelitis involv- 
ing the cerebrum primarily. Although there are quiet attacks 
of rabies (without excitement) because of early paralysis, 
your patient on the basis of history alone did not have rabies 
but a reaction from the vaccine. 
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HEREDITY OF HARELIP 
To the Editor:—A married female patient was born with a harelip. She 
and her husband desire children. Is the incidence of hoarelip increased 
in the offspring of “harelip’ mothers? 
Louis N. Speer, M.D., Ottawa, Kan. 


\nswek.—Harelip frequently occurs sporadically or as a 
single case in families. Sanders reports from Holland more 
than 200 such cases. However in about 50 per cent of all his 


sometimes with 


cases occurred in each family, 
mode of 


skipped—hence indicating a recessive 
Many other pedigrees give evidence of heredity 
these permit no statement regarding the mode of 

In a recent monograph on harelip and cleft palate 
by Fogh-Anderson the author wrote: “It is impossible to 
demonstrate with certainty any other etiologic factor than a 
hereditary predisposition.” Regarding the mode of inheritance 
he concluded that the most likely manner of inheritance is that 
of a “conditioned dominant” with some sex differences (more 
males than females) and with homozygotes manifesting the con 
dition more often than heterozygotes. In other words he con- 
siders the anomaly largely hereditarily determined with the 
condition sometimes occurring in svecessive generations and 
sometimes skipping a generation. It is difficult to advise rela- 
tive to the family in question. A check should be made of 
relatives. If no other otcurrences are found the probability 
appearing in a child would appear to be low 


cases 2 or more 
a gencration 
inheritance 


Many ol 


inheritance 


of its 


DENTAL CALCIUM DEPOSITS 
To the Editor:—What can be done besides scaling for a female patient 
17 years of age who deposits calcium on teeth so rapidly it must be 
removed about every two weeks? Blood calcium is 8.9 mg. 


Charles H. Edel, M.D., Norwalk, Ohio. 


\nswer.—The approach to this problem is twofold. First, 
the patient should be given a thorough physical examination 
including urinalysis and blood studies to rule out possible sys- 
temic factors. The diet should be adjusted to include an 
abundance of alkaline ash and fibrous foods. Natural deter- 
vents such as fresh fruits should be prescribed. Frequent, small 
meals rather than widely spaced, heavy ones are suggested. 
The patient should be taught proper mechanical interference 
with the process which causes the hardening of the calculus. 
\ stiff, natural bristle tooth brush can remove the organic 
matrix of the calculus while it is still in the soft state. It is 
necessary that the patient thoroughly clean the teeth once in 
every eight hour period. Thorough cleansing will prevent 
accumulation of calculus. Warm, normal saline mouthwashes 
used as an adjunct 


may be 


SPASTIC PARALYSIS 
To the Editor:—What is the treatment of spastic paralysis? Whet solution 
is injected subcutaneously by some neurologists for the relief of spasm 
in this disease? Is tuberculin used for this purpose? 
M.D., West Virginia. 


Answer.—The treatment of spastic paralysis is varied. For 
the most part, it consists of reeducation through physical ther- 
apy, occupational therapy and exercises. Curare or one of 
the synthetic preparations similar to curare, such as “intocos- 
trin,”” has been used by subcutaneous injection to help to relax 
the hypertonicity of the muscles. This drug should not be 
used by anyone who is not fully familiar with its dangers. 
There is no evidence at all that tuberculin is of any value for 
this condition. 


PENICILLIN DUST 


To the Editor:—!t have had so many inquiries regarding the penicillin 
dust treatment (home treatment) since articles have appeared in the 
daily papers that | should like to know whether such units are obtainable. 


Libuse Bliss, M.D., Algonquin, Ill. 


Answek.—The penicillin “dust” or “mist” treatment probably 
refers to aerosolized penicillin for the treatment of acute and 
chronic paranasal sinusitis and acute and chronic bronchopul- 
monary disease. Crystalline penicillin G can be dissolved in 
isotonic sodium chloride solution and placed in a nebulizer and 
sprayed into the nasal passages or into the bronchi and lungs. 
One hundred and fifty thousand to 1,000,000 units daily in 
divided doses have been used in acute and chronic infections. 
The penicillin is given this way every two or three hours. 
Various types of nebulizers have been employed. Penicillin is 
available in 50,000 unit tablets that can be inserted directly into 
the nebulizer. One-half to 1 cc. of sodium chloride solution is 
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then added, and, after the penicillin goes into solution, it can be 
nebulized. Crystalline penicillin tablets are provided by several 
manufacturers. The best review of the subject of penicillin 
aerosol therapy can be found in the article by Garthwaite, B.; 
Barach, A. L.; Levenson, FE., and Rader, D., Am. J. Med. 3:261, 
1947, 





DIABETES INSIPIDUS 

To the Editor:—A 30 year old white married woman hos diabetes insipidus 
of six months’ duration following normal delivery of a 10% pound 
(4,763 Gm.) baby. In addition to intense thirst and passing 5 tc 
6 quarts of urine daily of specific gravity not over 1.004, she has 
obstinate constipation, frontal headaches of a fairly severe type and 
frequent recurring type, and amenorrhea of four months’ duration. Physi- 
cal examination, including neurologic, is essentially normal. The basic 
metabolic rate, blood cell count, sedimentation rate, phenolsulfonphtha- 
lein reaction and urine are otherwise normal; blood sugar, nonprotein 
nitrogen and roentgenogram of the skull were all normal. Please advise 
and give references regarding amenorrhea and severe headache. 

Harry Parks, M.D., Atlanta, Ga. 


Answer.—The exact cause of diabetes insipidus has not been 
determined, but it is certain that there is a deficiency or absence 
of some pituitary principle, most likely the antidiuretic prin- 
ciple of the posterior hypophysis. Experiments have shown 
that only those lesions of the hypothalamus which lead to 
atrophy of the posterior lobe result in diabetes insipidus. Con- 
firmatory but not conclusive evidence of the role played by the 
posterior lobe in this disease is the clinical improvement 
observed after the use of posterior pituitary extracts, partic- 
ularly the “pitressin’” component. The amenorrhea cannot be 
explained on the basis of posterior lobe insufficiency. If, how- 
ever, there is an associated hypofunction of the anterior lobe 
involving the gonadotrophic factors, this can cause amenorrhea. 
This patient may have a mild case of postpartum necrosis of 
the anterior pituitary, a condition well described by H. L. 
Sheehan and R. Murdoch (J. Obst. & Gynaec. Brit. Emp. 48: 
456-489 [June] 1938). In nearly all of these cases, however, 
the women have postpartum hemorrhage and collapse at the 
time of labor. Two cases of diabetes insipidus in association 
with postpartum pituitary necrosis were reported by A. W. 
Spain (J. Obst. & Gynaec. Brit. Emp. 53:223 [June] 1946). 
In both these cases there was an extreme degree of polyuria, 
and at necropsy it was found that there was necrosis in both 
the anterior and posterior lobes of the pituitary body. Spain 
says that the recurrence of symptoms of diabetes insipidus in 
association with postpartum necrosis of the pituitary has not 
previously been commented on. Significantly in the experi- 
mental animal the polyuria following ablation of the posterior 
lobe is relieved by removal of the remainder of the gland. This 
suggests that some action of the anterior lobe hormones is 
necessary in the production of the diabetes insipidus syndrome. 
In Spain’s 2 cases a small proportion cf the anterior lobe 
cells survived. 

Of course, the amenorrhea and the headaches may have noth- 
ing to do with the diabetes insipidus. There need be no con- 
cern about the amenorrhea per se, but the severe constipation 
and the headaches must be treated as well as the diabetes 
insipidus. The headaches may disappear after the use of pos- 
terior pituitary preparations. 


SPONTANEOUS HEMOPNEUMOTHORAX 
To the Editor:—The query on Spontaneous Hemopneumothorax in The 
Journal of June 26, 1948, Queries and Minor Notes, page 822, and its 
reply ore quite interesting. As indicated in the reply, many cases of 
taneous thorax are not reported. The question con- 





spon hemopneumo 

cerning “the statistical incidence of such an entity (spontaneous 
h p ax) compared to pneumothorax alone” is difficult to 
answer exactly. “In @ period of several years, we have observed 84 cases 


of benign idiopathic spontaneous pneumothorax (nontuberculous). In this 
group ihere were 5 cases of hemopneumothorax, or, roughly, 6 per cent. 
The author of the reply states that “more than two thirds of the 
reported cases (spontaneous othorax) have been complications 
of pulmonary tuberculosis.” We believe that many cases reported as 
being tuberculous actually are not. in our personal series of 36 cases 
of tuberculous spontaneous pneumothorax, gross blood was not observed 
in the pleural cavity. in fact, the 5 cases of spontaneous hemo- 
pneumothorax that we have seen have all been of the benign idiopathic 
t.-e (Benign Idiopathic Spontaneous Pneumothorax, Am. J. M. S. [April] 
1948; Benign Idiopathic Spontaneous Pneumothorax and Tuberculous 
Spontaneous Pneumothorax, to be published). 
Bernard Hyde, M.D., 
Department of ‘Chest Disecses, College of Medical 
Evangelists, Los Angeles. 
LeRoy Hyde, M.D., 
Chief, Non-Tuberculous Pulmonary Diseases Section, 
Birminghom Veterans Administration Hospital, 
Von Nuys, Calif. 








